: 
g 
( 
i 
% 
' 
€ 
: 
3 


International 
Abstract of Surgery 


SUPPLEMENTARY TO 


Surgery, Gynecology and Obstetrics 


PUBLISHED IN COLLABORATION WITH 
JOURNAL DE CHIRURGIE, Paris 
ZENTRALBLATT FUR DIE GESAMTE CHIRURGIE UND IHRE 
GRENZGEBIETE, Ber.iin 
ZENTRALBLATT FUR DIE GESAMTE GYNAKOLOGIE UND 
GEBURTSHILFE SOWIE DEREN GRENZGEBIETE, Bertin 


EDITORS 
FRANKLIN H. MARTIN, Chicago 
AUGUST BIER, Berlin PAUL LECENE, Paris B. G. A. MOYNIHAN, Leeds 


EUGENE S. TALBOT, JR., Abstract Editor 


Volume XIX 
July to December, 1914 


PUBLISHED BY 
THE SURGICAL PUBLISHING COMPANY OF CHICAGO 
30 NORTH MICHIGAN AVENUE, CHICAGO 
1914 


















INTERNATIONAL ABSTRACT OF SURGERY 


CONSULTING EDITORIAL STAFF 


GENERAL SURGERY 


AMERICA: E. WyLiys ANDREWS WILLARD BARTLETT FReDERIC A. BESLEY ARTHUR DEAN BEVAN J. F, 
Brynte GEoRGE E. BREWER W. B. BRINSMADE JoHN YouNG BrowN Davin CHEEVER H.R. Cnistet ROBERT 
C. Correy F. Grecory CONNELL FREDERIC J. CoTroN GrEorGE W. CrttE W.R.Cussins Harvey CUSHING 
J. Cuatmers DACostA CHARLES Davison D.N.EtsenpratH J. M.T. Finney Jacop FRANK Cuartes H. 
FRAZIER EMANUEL FRIEND Wm. FULLER JounH.Grppon D.W.GrAnAM W.W.GrANtT A. E. HAtsteap 
M.L. Harrts A. P. Heryeck WILLIAM Hessrrr Tuomas W. HuntINGTON JaBEez N. Jackson’ E.S. Jupp 
C. E. Kantke ArtTHUR A. LAW Rosert G. LE Conte Dean D. LEwis ARCHIBALD MACLAREN EpWARD MARTIN 
RupoLtpH MATAsS CHARLES H. MAyo WI1tttAmM J. Mayo Joun R. McDitit Stuart McGutrre Lewis S. McMurtry 
Witty Meyer JAMES E. Moore FrepT. Murray Joun B. Murpuy JAmes M. Neer Epwarp H. NIcHoLs 
A. J. OcHSNER CHARLES H. Peck J.R. PENNINGTON S.C. PLUMMER CHARLES A. PowERS Josep RANSOHOFF 
H. M. RicuteER Emmet Rixrorp H.A.RoysteR W.E.ScHROEDER CHARLES L.ScupperR M. G. SEELIG 
E.J.SenN  Joun E.Summers James E. THomepsoN HERMAN TUHOLSKE GEORGE TULLY VAUGHAN JouNR. 
Watuen. CANADA: E.W.ArcuipAtp G.E. Armstronc H. A. Bruce I.H. CAMERON JASPER HALPENNY 
J. Avex Hutcuinson Francis J. SHepHeRD F.N.G.Starr T.D. WALKER. ENGLAND: H. Brunton Ancus 
ArtuuR E. BARKER W. WATSON CHEYNE W. SAMPSON HANDLEY W. ArBUTHNOT LANE G.H. Makins ROBERT 
Mune &B.G. A. MoynrHan’ RvusHTon PARKER HAROLD J. Stires Gorpon Tayrtor. IRELAND: WILLIAM 
IRELAND DE C. WHEELER. 


GYNECOLOGY AND OBSTETRICS 


AMERICA: FRANK T. ANDREWS BROOKE M. ANspAcH W.E. Asuton J. M. BALpy CHANNING W. BARRETT 
Herman J. Borpt J. Westey BovEe LeRoy Broun Henry T. Byrorp Joun G.CrarkK  Epwin B. Cracin 
CarREY CULBERTSON ‘THOMAS S. CULLEN Epwarp P. Davis JoserpH B. DE LEE Ropert L. Dickinson W A. 
NEWMAN DortaAnd’ E.C. Duptey Huco Esrenrest C.S. EnLper PAtMeEeR FinpLEY Henry D. Fry Grorce 
GELLHORN) J. RmpLe GorreE Seta C.Gorpon’ Barton C. Hirst JosepH T. Jounson MHowarp A. KELty 
ALBERT F. A. KiInG ~=FiLortan Kruc’~ L. J. Lapinsxkt H.F.Lewis Frank W. Lynco WALTER P. MaANnTON 
James W. MARKOE E. E. MONTGOMERY Henry P. NEwMAN GeorGcE H. Nosre CHARLES E. PAppock 
CHARLES B. PENROSE REUBEN PETERSON JouHN O. Porak Wma. M. Pork Cuartes B. REED Epwarp REYNOLDS 
Emit Ries Joun A. Sampson F.F.Srmpson Ricwarp R.Smira WitiiAm S. Stone H. M Srowe Whirttam E. 
STUDDIFORD FREDERICK J. TAussic Howarp C. Taytor HrraM N. VineBerG W.F.B. WAKEFIELD GEORGE 
G. Warp, JR. Writtram H. WATHEN J. Waitrmce WititAms. CANADA: W. W. CuHrpMAN WILLIAM GARDNER 
F.W. Marrow K.C. McItwraita B.P. Watson A. H. Wricut. ENGLAND: Russert ANDREWS THOMAS 
W. Even W.E. Fotuercitt T. B. Hettmer Tomas Wirson. SCOTLAND: Wittram Forpyce J. M. Munro 
Kerr. IRELAND: HENRY JELLETT Hastincs TWEEDY. AUSTRALIA: Ratpu WorRALL. SOUTH 
AFRICA: H.Tempre Mursett. INDIA: Keparnatu Das. 


GENITO-URINARY SURGERY 


AMERICA: Wa. L. Baum Wx. T. BELFIELD JosepH L. Borum L. W. Bremerman Hvucu Casor Joun 
R.Cautk Cuarites H.Cauetwoop Joun H. Cunnincuam Ramon Gurreras’ Francis R. HAGNER ROosert 
Hersst Epwarp L. Keyes, Jr. Gustav Koutscuer F.Kreisset Bransrorp Lewis G. Frank LypsTon 
GRANVILLE MacGowan L. E. Scumpir J. BenTLEY Squier B.A. Tuomas Wa. N. Wisnarp Huvucu H. Younc 
Josren ZeIsLterR. ENGLAND: J. W.THomsoN WALKER Joun G. Parvor. INDIA: MricENnpratat Mirra. 





INTERNATIONAL ABSTRACT OF SURGERY 
CONSULTING EDITORIAL STAFF—ConrtTINvUED 
ORTHOPEDIC SURGERY 


AMERICA: E.C.Apsorr NatHantrrt ALLISON. W.S. BAER GwitymG. Davis AcBert G. FREIBER: 
ARTHUR J. GILLETTE VirGiL P. GipNey JoeL E. Gotptuwarir G.W.Irvinc Ropert W. Loverr Georce |; 
Packarp W.W.PtumMMER JouHN L. PorTER JOHN Ripton’ Epwin W. Ryerson HArry M. SHERMAN Davi 
StrverR H.L.Taytor H.Avucustus Witson James K. Younc. CANADA: A. MACKENzIE Forsrs HeErser 
P. H. GALLowAy CLARENCE L. STARR. ENGLAND: Rosert Jones A. H. Tuspsy Gerorce A. Wricur. 


RADIOLOGY 


AMERICA: EvGENE W. CALDWELL RussELL D. CARMEN James T. CASE L.GReGorY COLE PREston M. 
Hickey Henry Hurst GeorGe C. JOHNSTON SIDNEY LANGE GEORGE E. PFAHLER HOovuis E. Potter. CANADA 
SAMUEL CUMMINGS ALEXANDER HOWARD PIRIE. 


SURGERY OF THE EYE 


AMERICA: C. H. Bearp E. V. L. Brown H. D. Bruns VArpD H. HULEN Epwarp Jackson Francis Lani 
W. P. MarpLeE WILLIAM CAMPBELL PosEyY Brown Pusey RosBert L. RANDOLPH JOHN E. WEEKS Cassius D. 
Wescotr WitirAmM H. WILpER Casey A. Woop Hiram Woops. ENGLAND: J. B.LAwrorp W. T. Hote: 
Spicer. SCOTLAND: Georce A. Berry A. MAITLAND RAMSEY. 


SURGERY OF THE EAR 


AMERICA: Ewing W. Day Max A. Gotpstetn” J. F. MCKERNON NorvALH. Pierce 8S. MacCves 
SmitH. CANADA: H.S. Birkett. ENGLAND: A. H. Cueatte. SCOTLAND: A. LoGAn Turner. IRELAND 
Rosert H. Woops. 


SURGERY OF THE NOSE AND THROAT 


AMERICA: Joseeu C. Beck T. MELVILLE HArpreE Tomas J. HARRIS CuHrisHAM R. Hotmes EF. FLETCHER 
INGALS CHEVALIER JACKSON JoHN N. MacKinzte G. HupsoN MAKUEN GEORGE PAUL MaAraquis Joun Epwis 
Ruopes. AUSTRALIA: A. J. Brapy A. L. Kenney. INDIA: F. O’KIngEAty. 


ABSTRACT EDITORIAL STAFF 


DEPARTMENT EDITORS 


DEAN D. LEWIS — GENERAL SuRGERY HOLLIS E. POTTER — RapioLocy 
CAREY CULBERTSON and CHARLES B. REED FRANCIS LANE — SurGery oF THE EYE 

— GYNECOLOGY AND OBSTETRICS NORVAL H. PIERCE — SurGEry oF THE EAR 
LOUIS E. SCHMIDT — Geniro-UrtNary SurGERY TT. MELVILLE HARDIE — SurGeEry oF THE NOSE 
JOHN L. PORTER — Ortuopepic SuRGERY AND THROAT 





INTERNATIONAL ABSTRACT OF SURGERY 


ABSTRACT EDITORIAL STAFF —ContInuEpD 
GENERAL SURGERY 


\MERICA: CARROLL W. ALLEN IE. K. ARMSTRONG Donatp C. BALFour H.R. BAstncer GEORGE E. 
BerLBy. WALTER M. BootusBy BARNEY Brooks WALTER H. Buntic EuGeNne Cary Ortro CastLte PHiIciips M. 
Cuase James F. Courcuitt IsAporE ConN Kart Connery Lewis B. CrAwrorp’ V.C. DAvip” NATHAN S. 
Davis, II D.L. Desparp A. Henry DunN’ L.G.Dwan’ Frepertck G. Dyas) ALBERT EHRENFRIED A. B. 
EusTACE E Luts Fiscoet IsAAc GERBER HERMAN B. GESSNER DONALD C. GorpON ‘ToRR WAGNER HARMER 
James P. HENDERSON M. S. HENDERSON CHARLES GorDON HEyp  HArozp P. KuHN Lucian H. LANpRy 
FevIx A. LARUE Hatsey B. LoDER Vu. CARPENTER MaAcCArty URBAN MAES B. F. McGratax  R. W. 
\MICNEALLY ALFRED H. NOEHREN EUGENE J.O’NeEmLL MatrHew W. PICKARD FRANK W. PINNEO EUGENE 
H. Poo. H. A. Potrs Martin B. Reniinc E. C. Rrepet FLoyp Rirey FE. C. RopirsHexk M. J. Serrert J. H. 
SKILES Harry G. SLOAN JOHN SMyTHE CARL R. STEINKE ListeR H. Tunotske HENRY J. VAN DEN Berc W. 
M. Witkrnson Espy M. WiLttAMs’) Erwin P. Zeister. ENGLAND: James E. ADAMS PercivAL CoLe ARTHUR 
Epmonps I. H. Houcuton Ropert E. Ketty WuLiiAm Griiuiatr B.C. Mayeury Eric P. Goutp T. B. Lece 
Fettx Roop E.G. ScHLESINGER B.SANGSTER StmonDS Harotp Upcotr O.G. Witttams. SCOTLAND: Joun 
Fraser A. P. MitcHeELL Henry WADE D. P. D. Witkte. IRELAND: R. ATKINSON STONEY. 


GYNECOLOGY AND OBSTETRICS 


AMERICA: S.W. BANDLER A.C. Beck Daniet L. BorpeN D.H. Boyp ANNA M. BRAUNWARTH E. A. 
BuLLARD W.H. Cary Sipney A. CHALFANT Epwarp L. Corneti. A. H. Curtis F.C. EssetBrueGce LI_iian 
kK. P. FARRAR W. 8B. FEHRING Howard G. GARwoop Maurice J. Getpt Lupa R. Gotpsmiru C. D. Haucu 
N. SpROAT HEANEY T. LeAcrAFT HEIN D.S.Hititis Joun C. Hirst C.D. Hoirmes’ F.C. Irving Norman 
L. Knipe Georce W. Kosmak H.W. KostMayer JuLtus LACKNER HERMAN LoBER RAFIEL Lorint DONALD 
MacoMBerR Harvey B. MattHews’§ L. P. MILLIGAN ArtrHuR A. Morse Ross McPHerson' ALBERT FE. PAGAN 
GEORGE W. PARTRIDGE Ws. D. Put_itips HELIopOR SCHILLER A. H.Scummpt HeENry Scumitz EpWArpD ScHu- 
MANN Emit SCHWARZ J. M.Stemons Camite J. STAmMM ARNOLD STURMDORF GEORGE DE TARNOWSKY S. B. 
Tyron Marie L. Waite P.F.WittiAmMs’ R.E.Wosus. CANADA: James R. Goopatt  H. M. Littte. 
ENGLAND: MHarotp CHaprte Haroip Ciirrorp’ F. H. Lacey W. FLetcnuer SHAW CLiiFrorD WHITE. 
SCOTLAND: H. LerrH Murray J. H. WILLETT. 


GENITO-URINARY SURGERY 


AMERICA: Cuarves E. BArNetr J. D. BARNEY B.S. BARRINGER Horace BINNEY J. B. CARNETT 
'REDERICK R. CHARLTON ‘THEODORE Drozpowitz J. S. E1senstarpt H. A. Fowrer’ F. E. GarpNer  Lovuts 
Gross Tuomas C. Hottoway H.G.HAmeEeR Ropert H. Ivy I.S. Korn H. A. Kraus Herman L. KrETSCHMER 
MartIN KrotoszyNER Victor D. Lespinasse WILLIAM E. Lower’ Francis M. McCattum Harvey A. Moore 
STIRLING W. MoorHeAD A. NELKEN C. O’CrowLey R.F.O’Nem H.D.Orr C.D. Pickrett HH. W. PLaAc- 
GEMEYER H. J. Potkey JAROSLAV RappA S. Wm. ScuaprraA GeorGce G. Smit A.C. Stokes L. L. Ten BRoEcK 
H.W. E. Wartaer Cart Lewis WHEELER H. McCrure Younc. ENGLAND: J. Swirt Jouy Sipney G. 
Macponatp. IRELAND: ANpRew FuLterton S. S$. Princte Apams A. McConnet. 


ORTHOPEDIC SURGERY 


\MERICA: Cu#artes A. ANpDRews A.C. BACHMEYER GEORGE I. BAUMANN GEORGE E. BENNETT Howarp 
I. BickER Lioyp T. Brown’ C. Herman Bucuotz C.C. Cuarrerton W. A. CLARK Rosert B. CoFrieLp 
\Lex R. Corvin. Artuur J. Davinson FRANK D. Dickson F. J. GAENSLEN Pu. HorrMan C. M. Jacoss S. F. 





INTERNATIONAL ABSTRACT OF SURGERY 


ABSTRACT EDITORIAL STAFF —ContInuEpD 


ORTHOPEDIC SURGERY — ConTINvUED 


Jones F.C. Kipner F.W. Lamp Pavut B. Macnuson GeEorGE J. McCuEesNEy H.W. MEvyerpinc H. W. Orr 
ARCHER O’ReEttty H. A. PINGREE RosertO. RitrER J. W.SEVER JoHN J.SHAW CHARLES A. STONE Pav 
P.Swetr H.B.TwHomas JaAmesO. WALLACE James T. WATKINS C.E.Wetts DeForest P. Wittarp 
H. W. Witcox. CANADA: D.Gorpon Evans. EENGLAND: Howarp Buck E. Rock Caritinc NAvuGuHtTon 
Dunn’ E. Laminc Evans W.H.Hey Joun Mortey T.P. McMurray Cwartes Rosperts G. D. TELForp. 


RADIOLOGY 


AMERICA: Davin R. Bowen Joun G. BuRKE WILLIAM Evans IsAAc GERBER AMEDEE GRANGER G. W. 
Grier ApotpH HArtuNG ArtHUR Hotprnc LeEoporp JAcHES ALBERT MILLER Ep. H.SkINNER Davin C. 
Strauss Frances E. Turtey J. D. Zutick. 


SURGERY OF THE EYE 


AMERICA: E.W. ALEXANDER N. M. BRINKERHOFF C.G. DARLING T.J. Drumtrry J. B.Etus E.B. 
FowterR Lewis J.Gotppach MHArryS.GrapteE J. Mitton Griscom OD. Forest HARBRIDGE Gustavus I. 
Hocue E.F.Kruc Watrer W. Watson. ENGLAND: F. J. CunnincHAM M.L. HEPBURN Foster Moore. 
SCOTLAND: Joun PEARSON ArtTHUR Hy. H. Srncratr RAmsey H. TRAQuUAIR James A. WILSON. 


SURGERY OF THE EAR 


AMERICA: H. Beattie Brown J.R. FLETCHER <A.SPENCER KAUFMAN RoBerTL. LouGHREN W.H. 
THEOBOLD T.C. WINTERS. CANADA: H, W. Jamieson. ENGLAND: G. J. Jenxrns. SCOTLAND: J.S. 
Fraser. IRELAND: T. O. Granam. 


SURGERY OF THE NOSE AND THROAT 


AMERICA: Gerorce M. Coates Cart FiscHer R.CtypeE Lyncu ELLEN J. Patterson. AUSTRALIA: 
V. Munro. INDIA: Joun T. Murpny. 














INTERNATIONAL 
ABSTRACT OF SURGERY 





JULY, 1914 





MONTHLY COLLECTIVE REVIEW 


PHYSIOLOGY OF INTERNAL SECRETIONS 


OF THE OVARY 


By CAREY CULBERTSON, M. D., Cuicaco 


N the scope of this review it is proposed to 
include only the most recent literature, 
valuable collaborations having peen offered 

on this or closely allied subjects by Bell, Mc- 
Ilroy, Graves and others, within a relatively short 
time. While harmony and efficiency on the part 
of the entire endocrinous system is essential to 
the functional activity of the female genitalia 
at puberty, granted that these organs are normal 
at birth, and it is therefore difficult to consider 
any part of this system as an entity, yet con- 
sideration is contemplated at this time only of the 
internal secretions of the ovary, with special ref- 
erence, at that, to the function of the corpus 
luteum. 

To-day, from a purely physiological point of 
view, the ovary has come to be regarded as hav- 
ing three constituent activities: those of the 
graaffian follicle, the corpus luteum, and the 
interstitial cells. Regarding the first two, 
nothing need be said in an academic way. Of the 
last, the importance of the interstitial cells has 
more recently come to be recognized. These are 
distinguished from the stroma cells by their larger 
size and rounder outline, with oval nuclei. They 
increase during pregnancy and are probably 
most marked between infancy and puberty. That 
these cells possess a function is fairly well estab- 
lished by McIlroy and Limon who found that 
their presence in grafts was sufficient for main- 
taining uterine nourishment. Also, when one 
ovary is removed and compensatory hyper- 
trophy has occurred in the other, the interstitial 
cells are found to be increased correspondingly 
both in size and number. It is most probable that 


the secretion from these cells acts independently 
of the follicles and corpora lutea and is not antag- 
onistic to them. Without definite knowledge, it 
is assumed that these cells control the nutrition 
of the genital organs and breasts during their 
active development, and that it is the loss of 
their secretion, a true hormone, that brings about 
uterine atrophy after complete odphorectomy. 
According to Bell, as far as the general metabolism 
goes, the total ovarian secretion seems to promote 
the excretion of calcium and the retention of 
phosphorus, but he does not attribute this func- 
tion to the interstitial cells alone. On the other 
hand, no other investigators refer this feature to 
either the follicle or corpus luteum. Nevertheless, 
in one of Mcllroy’s experiments, calcium elimina- 
tion was increased after castration and diminished 
again after giving corpus luteum extract. The 
influence of the ovary on sugar metabolism is 
another point in evidence rather of our lack of 
knowledge regarding correlation on the part of 
the ductless glands. Thus, Seitz concludes that 
the thyroid, hypophysis, and chromaffin system 
increase sugar metabolism, and that the pancreas, 
ovary, and parathyroids tend to check it. In an 
elaborate series of experiments Stolper regards 
it as probable that increased sugar assimilation 
means increased ovarian sufficiency. He found 
sugar assimilation reduced in castrated animals 
and in 38 women from whom both ovaries had 
been removed. He admits that the process is 
very complex, results being due in part to the 
effect on the pancreas and adrenals, glands 
evidently closely associated with the ovary. In 
partial resection of the pancreas, as carried out 
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on dogs, sugar assimilation was decreased and 
then compensated for, to a certain degree only, 
by feeding ovarian substance. When, however, 
the ovary was removed in addition to pancreatic 
resection, a further reduction in sugar metabol- 
ism was observed. Stolper more recently is of the 
opinion that absence of ovarian function produces 
the decrease in sugar tolerance by its influence on 
the pancreas and adrenals. Hence, what is most 
probable, total ovarian insufficiency arouses 
increased activity on the part of most, if not all, 
of the other ductless glands. With our present 
knowledge this influence is most difficult to meas- 
ure, and the part which the interstitial cells per- 
form in maintaining the balance of power through- 
out the endocrinous system is but problematical. 


SECONDARY SEXUAL CHARACTERISTICS 


One of the most desirable results of perfect 
correlation on the part of these ductless glands is 
the production of the so-called secondary sexual 
characteristics, occurring in both sexes at puberty. 
The conviction is rapidly growing that these sec- 
ondary sex characteristics are due to the in- 
fluence of genital hormones, arising from the 
ovary and testicle respectively. Past experimen- 
tation has shown the influence on the general 
system of castration in either sex, before puberty 
and after, and these changes are too well known 
to require review at this time. A new phase was 
given to this question in 1912 by Steinach, who 
transplanted sex glands in young castrated 
animals of opposite sex. This resulted in com- 
pletely checking and even reversing the physical 
features and traits recognized as characteristic of 
and specific for each sex. More recently, the 
same investigator has succeeded in producing 
entirely similar changes in adult animals who had 
developed sex characteristics before castration, 
thus demonstrating that sex is not fundamentally 
determined in advance. The only conclusion 
possible is that the essential factors for the pro- 
duction of the genital hormones are the interstitial 
cells found in the genital glands of both sexes. 


THE CORPUS LUTEUM AS A GLAND 
While Born was the first to propose that the 
corpus luteum should be regarded as a gland of 
internal secretion, with particular respect to the 
implantation and development of the fertilized 
ovum, it has remained for Frankel, Magnus, and 
Cohn to prove experimentally Born’s theory. 
The original work of Frinkel is now well known, 
that the removal of the corpus luteum prevented 
pregnancy or caused the disappearance of the 
ovum in the early months but that it had no in- 


fluence on pregnancy later. Weymersch had add- 
ed to this the explanation that destruction of the 
corpus luteum is followed by constriction of the 
uterine blood-vessels and by uterine contractions, 
thus inhibiting circulation of the blood freely 
throughout the organ. While most clinicians 
have observed that these laws cannot apply 
strictly to the human female, it has remained for 
Cathala to analyze a series of cases. As a result 
he concludes that the corpus luteum is not indis- 
pensable and that its removal in the early months 
is not to be considered as a cause for abortion. 
Puech and Vanverts take issue with him in part, 
however, showing that abortion is more frequent 
during the first two months of pregnancy — 25 
per cent — than during the third — 11 per cent — 
or fourth — 12 per cent — after double ovari- 
otomy. They also show that abortion follows 
oftener after bilateral odphorectomy — 25 per 
cent — than after unilateral — 16.5 per cent — 
when the operation is performed during the first 
two months of gestation. 

An interesting point in the study of the corpus 


luteum has been added by Escher, who isolated . 


the pigment of the body from the ovaries of cows. 
He found that it belongs to the lutein group of 
hydrocarbons and that it is not different in any 
respect from the vegetable carotin, a pigment of 
certain vegetables and green leaves. Its origin 
and function are uncertain, except that it has 
nothing in common with hematoidin or bilirubin. 

The nature of this ovarian secretion has recent- 
ly been carried a step further by Iscovesco. This 
investigator undertook his problem on the basis 
that all living cells are formed of proteids, car- 
bohydrates, and lipoids. Among the lipoids are 
found neutral fats, lipoids both phosphated and 
non-phosphated. The lipoid responds chemically 
in all respects the same as the internal secretions. 
Thus the thyroid possesses an entire series of 
lipoids. Iscovesco worked with one of the 
lipoids of the ovary, soluble in oils, in all neutral 
fats forming liquids with ether, in petrol, acetone, 
chloroform, benzol, and boiling alcohol. This 
fatty solution, injected into rabbits, produced 
uterine and ovarian hypertrophy, with marked 
congestion and extravasations in extreme doses. 
A similar lipoid from the testicle exerted corre- 
sponding changes in the male. Again, a specific 
lipoid from the corpus luteum increased post- 
partum involution and lessened nausea and 
vomiting. There seems to be a direct antagonism 
between the lipoids of the corpus luteum and those 
of the suprarenals. Iscovesco has come to the 
conclusion that in every organ of vertebrates may 
be found a specific lipoid which has the property 
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of exciting the function of that organ, each one 
being a homostimulant acting on the medullary 
center which presides over that particular organ. 

Aschner previously and Herrmann more recent- 
ly have arrived at similarly suggestive results, 
their work varying only in regard to method. 
Aschner, in substantiation of Frinkel’s theory 
of the relation of the corpus luteum to pregnancy, 
also produced a lipoid specific in action. Em- 
ploying a subcutaneous injection of ovarian ex- 
tract and placental extract to produce milk secre- 
tion, he noted the hyperzmia of the genitalia and 
was able to produce hemorrhage, even hemato- 
mata in the uterine mucous membrane of guinea 
pigs. The ovaries were found to contain an un- 
usual number of ripening follicles, to which 
Aschner attributed the genital hyperemia. Herr- 
mann isolated a pentaminodiphosphatid from 
the corpus luteum of rabbits. An extract of this 
substance injected into the animal brought 
about hypertrophy of the genital organs and 
breasts. Histologically there appeared a marked 
hypertrophy of the muscularis and mucous 
membrane. In one animal so tested before 
maturity, where the uterus was undeveloped, a 
hyperemia and oedema of the stroma took place, 
similar to the changes of secretory activity. 
Corresponding hypertrophy and hyperplasia were 
found in the mammary acini, the ovaries became 
enlarged and a ripening follicle was found. In the 
case of mature rabbits Herrmann was able to in- 
duce oestrus by injection of the phosphatid, 
changing the four-weekly cycle to a two-weekly 
one in three different animals. Again, in an 
immature animal the ovaries were removed and 
the phosphatid again injected over a period of 
five weeks. The same changes were again pro- 
duced, thus more than overcoming the castration 
atrophy. 

In like manner Stickel’s experiments demon- 
strated that ovarian extract, and particularly 
the extract made from the corpus luteum, has the 
most pronounced effect on the uterus. Toproduce 
sterility he subjected a series of rabbits to the 
X-ray and found that in them the uterine curve 
was similar to that in virgin animals, the uterine 
response to the extract being less marked after 
raying. Ovarian extract from rabbits that have 
been rayed possesses an especially active in. 
fluence on the uterus of other rabbits, similarly 
rendered sterile. Spontaneous uterine contrac- 
tions are nearly always present in rabbits that 
have delivered young, and Stickel suggests that 
the ovarian hormone is antagonistic to whatever 
other influence may inhibit such uterine con- 
tractions. 


re) 


Similar results to these have been reported by 
Fellner, who used alcohol-ether extracts not only 
of the ovary but of early chorionic villi. The 
most characteristic results were obtained when 
these extracts came from pregnant animals. 
When the ovaries contained no corpora lutea, 
results were negative. Though Fellner was un- 
able to decide as to whether or not he was dealing 
with an internal secretion in his placental ex- 
tract, his results so closely resemble Herrmann’s 
as to suggest again a powerful phosphatid. Hal- 
ban regards their combined results as further 
evidence in support of his theory that the placenta 
takes over in large part the function of the ovary. 

Experiments to detect an antibody in the blood- 
serum of women was undertaken by Smith as a 
result of which he concludes that the term “in- 
ternal secretion ’’ need not necessarily imply such 
a substance as would produce an antibody. Us- 
ing an extract of corpus luteum as antigen he 
attempted to detect the presence of an internal 
secretion by the complement-deviation test, but 
with negative results. Keller also found it im- 
possible to test the function of the ovary by pro- 
ducing a reaction to injections of adrenalin, 
atropine, or pilocarpine. His experiments in 
twenty cases where the ovaries were absent or not 
functionating were based on the idea of the ovary 
possessing an inhibitory influence on the chro- 
maffin system, as demonstrated by Christofoletti 
and Adler, but the results were almost uniformly 
negative. 


THE CORPUS LUTEUM AND MENSTRUATION 

With respect to the corpus luteum during men- 
struation, experimental results are less satis- 
factory. Schréder made comparative observa- 
tions on the endometrium and corpus luteum in 
100 cases, in 69 of which menstruation was regu- 
lar, being irregular in 11 with conformity, how- 
ever, to the corpus luteum cycle. His work is 
interesting and presents a four-stage cycle: 

1. Fifteen to twenty days after the beginning 
of menstruation the endometrium shows the 
characteristics of the middle or end of the interval. 
The corpus luteum is then going through the first 
stages of its development. The granulosa cells 
are small, but gradually increasing in size, with 
abundant red blood-cells between. The limiting 
fibrous membrane shows some unraveling, with 
an arrangement of the finest fibrils in a radial 
direction. Capillaries are beginning to form, as 
are the theca cells in characteristic concentrically 
arranged fields. 

2. From 18 to 25 days, the endometrium shows 
the beginning to the middle of the premenstrual 
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stage. The corpus luteum is mature, with large- 
celled, convoluted granulosa, many fine fibrils and 
capillaries running in radial direction. There is a 
thin but clearly defined internal connective-tissue 
boundary and a clearly marked, small-celled, 
peripheral theca interna. 

3. From 24 to 28 days, the endometrium is at 
the end of the premenstruum, anatomical men- 
struation. The corpus luteum is fully developed 
and organized. Granulosa cells are similar to 
those in (2) but the radial and transverse fibrils 
are more abundant, surrounding each cell with a 
fine network. The internal connective-tissue 
boundary is very well developed, with well- 
marked fields of small theca cells. 

4. Oneto14days. The endometrium is at the 
post-menstrual interval, the corpus luteum being 
also in retrogression. The granulosa cells are 
shriveled, bursted by the continuously increasing 
growth of the fibrils. The internal connective- 
tissue layer is thicker and nuclear organization 
has occurred. The cells of the theca interna are 
clear and well developed. 

Schréder therefore concludes that the ripened 
follicle ruptures on the fourteenth to sixteenth 
day from the beginning of menstrual bleeding and 
that the rapidly developing corpus luteum nor- 
mally matures at the time of the premenstrual 
swelling of the uterine mucosa and that it is the 
cause of this change. 

Meyer and Ruge, on the other hand, have at- 
tempted to establish a five-stage normal sequence 
for the corpus luteum: (1) The hyperemic stage, 
during the menstrual interval. (2) The stage of 
vascularization, early in the premenstrual con- 
gestion of the uterine mucosa. (3) The hemor- 
rhagic stage, during the marked premenstrual 
phase. (4) The height of hemorrhagic infiltration 
of both corpus luteum and mucous membrane, 
just before or at the beginning of menstruation. 
(5) Regression during and after menstruation. 
During pregnancy the corpus luteum remains at 
the high point of its hemorrhagic stage. 

Without going so deeply into the histologic 
changes occurring in the ovary synchronously 
with the menstrual cycle, Frankel regards ovula- 
tion as regularly occurring during the intermen- 
struum, claiming that the exact age of the corpus 
luteum cannot be determined microscopically. 
His opinions have been confirmed by Miller, 
Seitz, Landsberg, Meyer, and Schréder. Miller 
regards menstruation as a mere retrogressive 
process after a hyperemia of the uterus prepara- 
tory for pregnancy. Incidentally, he claims that 
there is no such thing as post-menstrual embedding 
but that the ovum corresponding to the first sup- 


pressed menstruation is the one fertilized and 
implanted. 

While Meyer and Ruge are not so far from 
Schréder in their estimation of the relation borne 
by the corpus luteum to menstruation, Halban has 
brought to bear on the question the light of his 
clinical experience. In the course of thirty-tive 
laparotomies the ovary was deprived of its yellow 
body and careful notation made with respect to 
subsequent menstruation. It was found that 
where this procedure was undertaken at once 
after menstruation there was no change in the 
menstrual order. Where, however, the corpus 
luteum was destroyed during the second half of 
the interval, menstruation occurred one or two 
days after the operation, the next period follow- 
ing in four weeks, thus establishing a new time 
for the cycle. Thus the corpus luteum must be 
regarded as inhibiting the onset of the next men- 
strual period, as it apparently does by persisting 
in pregnancy. Its influence as the factor deter- 
mining the uterine changes of menstruation seems 
to be fairly well established. Dannreuther’s 
case provides further evidence to the point. 
Here corpus luteum extract was administered to 
a patient after bilateral salpingo-odphorectomy, 
with a re-establishment of menstruation. The 
extract was made from the ovaries of pregnant 
animals, an essential factor for securing most 
certain results in Dannreuther’s opinion. Thus 
the corpus luteum becomes the source of the hor- 
mone governing such changes as are essential 
in preparing the mucous membrane for the re- 
ception of the fertilized ovum, the premenstrual 
changes. In what way it maintains itself in case 
pregnancy takes place, or through what agency it 
is maintained, is not yet clear. Evidently here 
the activity of other internal secretions come into 
play, either those of glands already active, or 
some new substance introduced by new tissues, 
such as, for instance, the chorionic trophoblast. 


OVARIAN AND UTERINE EXTRACTS AND THE 
BLOOD 


Granting, then, an influence on the part of the 
corpus luteum over menstruation, the next 
thought is that ovarian hyperfunction might serve 
etiologically in excessive uterine bleeding, or that 
a definitely abnormal uterine mucous membrane 
might overact to the stimulating hormone. ‘The 
work of Hitschmann and Adler has finally given 
us a knowledge concerning the cyclic changes 
in the uterus characterizing menstruation, but 
the physiology of this series of phenomena re- 
mains far from certain. The pathology behind 
many forms of uterine hemorrhage is well under- 
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stood, but the th.ories explaining certain menor- 
rhagias and metrorrhagias as due to glandular 
endometritis, metritis, cystic degeneration of the 
ovaries, chronic odphoritis, etc., as pointed out 
by Graves, have been given up. On the hypothe- 
sis that menstruation is not a function but a mere 
retrogressive change following activation on the 
part of the uterine mucosa by a corpus luteum 
hormone, implantation of a fertilized ovum not 
having occurred, uterine hemorrhage may be 
studied from the point of view of ovarian physiol- 
ogy. This leads, then, to a study of the relation 
between ovarian and uterine extracts and the 
blood. 

Schichele’s experiments have been most in- 
teresting. Combinations of animal blood serums 
and plasma were added to extracts of different 
portions of the uterus and ovaries. Such extracts 
delayed coagulation variously, those from organs 
subject to abnormal bleeding producing a more 
marked reaction, the endometrium being more 
powerful than the myometrium, and ovarian 
extract causing less delay except in cases where 
there had been excessive bleeding. His extracts, 
further, produced a dilatation of peripheral blood- 
vessels, thus lowering blood-pressure. This would 
agree with Herrmann’s finding that extract of 
corpus luteum does not raise the blood-pressure. 
Gizelt found rapid coagulability following organic 
extracts from the uterus, placenta, and ovum. 
He attributes this to ‘‘thrombokinase”’ which, 
together with another substance, “‘ vasodilatin,” 
he recovered from the juices of the uterus. If 
vasodilatin be removed, or if it be lacking, 
coagulation occurs more quickly than when it is 
present. Kiutsi isolated a specific substance from 
the corpus luteum, taking particular pains to 
exclude other portions of the ovary. Human 
blood tested with this extract responded by very 
rapid coagulation. He believes that during nor- 
mal menstruation blood coagulability is favored 
by lutein cells freed when the graaffian follicle 
ruptures, the substance then entering the blood 
stream and bringing about cessation of the men- 
strual flow. 

While these experiments are to be regarded 
with caution, as pointed out by Graves, the con- 
clusion seems not far fetched that the ovaries 
produce a substance that is stored up in the 
endometrium, or uterus, and that is capable of 
producing dilatation of the blood-vessels, delay- 
ing coagulation of the blood for a short time. 
Such a view seems to be favored by Rabinowitz, 
in discussing hemorrhage due to cervical myoma. 
He regards the etiology of the tumor growth 
itself as probably a perverted ovarian secretion 


? 


(dysfunction) and speaks of a “‘myomhormone’ 
as the factor in celebates in whom sexual energy, 
while still active, finds abnormal expression in 
tumor development. In multipare this is ex- 
pressed by a relative sterility. Metrorrhagias of 
the menopause, with no apparent uterine lesion, 
are regarded by Forgue and Massabueu as essen- 
tial metrorrhagia due to a disturbance of the 
ovarian hormone which normally presides over 
menstruation. In these cases bleeding ceases if 
the ovaries are removed, and the majority of such 
ovaries are subject to cystic degeneration. Their 
opinion is that in neurocystic ovaries an over- 
production of the interstitial cells takes place 
with hypertrophy of the gland of internal secre- 
tion. This in turn may be the result of a general 
failure to correlate on the part of the vascular 
glands presiding over the development and sup- 
pression of menstruation. The theory that 
metrorrhagia of this type or hemorrhage from 
myomata is due to ovarian hyperfunction is 
strongly supported by the beneficial results of the 
X-ray, as reported by Krénig and Gauss, Friinkel, 
and many other clinicians. Decreased bleeding 
or amenorrhoea follows the destructive effect of 
the ray on the ovarian parenchyma, with secon- 
dary atrophy of the uterus. How much of this 
influence is due to direct action of the X-ray on 
the uterus is not clear, but the changes in the 
ovary seem to be definite, at least for a time. 

A different application of a somewhat similar 
theory led Kalledey to treat 29 cases of dysmenor- 
rhoea and 5 of uterine hemorrhage with extract 
of corpus luteum. All of his cases were sympto- 
matically cured and 5 of the 21 sterile women 
became pregnant. Ovarian hypofunction is 
the explanation here offered, uterine insufficiency 
being due to correlative disturbances in the 
organs of internal secretion. Naturally, the 
question is left open as to whether results obtained 
were brought about directly by the hormones used 
or by the hormones produced through stimulation 
from the injected material. 


THE CORPUS LUTEUM AND PREGNANCY 


The possibility of the foetal cells in early preg- 
nancy providing a new chemical substance acting 
as an internal secretion has already been suggest- 
ed by the work of Fellner who found at least two 
lipoids in the placenta, possessing different 


chemical and physiological properties. Young, 
however, carries this idea further in attributing 
to these embryonic cells the power of activating 
the interstitial cell of the uterine mucosa to 
undergo the further change into the decidual 
cell. Young speaks, therefore, of a chorionic 
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influence which in some way or other determines 
the occurrence of protoplasmic changes in the 
cells characteristic of decidual formation. Thus 
he takes issue directly with those investigators 
who have heretofore upheld the theory that 
decidual formation is due to some so-called 
“genetic influence” having its origin in the 
ovary. Accepting this attractive idea we are at 
once led to regard the rapidly proliferating ecto- 
dermal cell as providing an internal secretion 
capable of activating further a cell already in- 
fluenced to moderate cedema by the corpus luteum 
lipoid or phosphatid. Such a theory makes the 
early villi, for the time being, complementary to 
the corpus luteum and sustains Halban’s proposi- 
tion that the placenta takes over in some degree 
the ovarian function. Carrying the idea one step 
further, it is presumable that the corpus luteum 
itself is maintained as a permanent anatomic 
entity having a definite physiologic function dur- 
ing pregnancy through the influence of this very 
same placental cell product. This theory, of 
course, leaves out of consideration the influence 
of the other glands of internal secretion. 

It is the belief of Seitz that the function of the 
corpus luteum is short-lived, lasting only during 
the first month of pregnancy, the interstitial 
ovarian cells then developing and working 
synergetically with the yellow body. Irregular 


growth and development, then, on the part of the 
corpus luteum may explain habitual abortion. 


Likewise, destruction of the corpus luteum early 
in pregnancy in the lower animals, as shown by 
Frankel, will lead to abortion. On the contrary, 
destruction of the chorionic villi by termination 
of pregnancy may be the factor permitting 
regression of the corpus luteum, with recurrent 
ovulation and menstruation. At all events, Seitz 
believes that the changes of the ovarian interstitial 
cells in pregnancy are stimulated by the placental 
cell change. He further claims that a pathologic 
overgrowth of trophoblast, as in vesicular mole 
or chorioepithelioma, leads to the production of 
the lutein cyst. 

Keller’s observations from a series of operations 
performed during pregnancy assured him that 
a succession of special changes occur in the 
ovary, such as marked vascularization, growth of 
theca-lutein cells, the construction of the corpus 
luteum, and the development of interstitial cells, 
changes evidently significant of special function. 
He found no recent corpora lutea in the second 
half of gestation, nor one that appeared to be in 
retrogression. No follicle beyond the stage of 
ripening was found, nor on the point of rupture. 
That ovulation may occur during pregnancy is 


most improbable, though follicles may ripen and 
even escape. While considering the physiology of 
the corpus luteum during pregnancy the possibil- 
ity of a dysfunction again comes to mind. It has 
been suggested that, since ovulation does not 
occur, the ovary subsides into what should 
correspond to a resting stage. This does not seem 
to be in accordance with the evidence. Not only 
are the interstitial cells more in evidence, but the 
corpus luteum becomes, for the time being, a 
permanent structure. Whatever changes in 
general metabolism occur when this body fails to 
be maintained has not been determined, but cer- 
tain investigators have ascribed to its insufficiency 
some of the pregnancy complications of the early 
months, such as pernicious anemia, hyperemesis, 
etc. Thus Chirea and Stolper believe that such a 
relation exists. Without formulating definite 
conclusions, Chirea assumes that one of the 
functions of the corpus luteum is to antagonize 
the toxin elaborated by the chorionic villi, and 
that lutein deficiency, therefore, permits the 
placental cell products to become assertive. He 
reports one case of excessive emesis in which 
death ensued. Autopsy revealed considerable 
enlargement of the right ovary which contained a 
large yellow body in a state of cystic degeneration. 
The left ovary was small, but cystic, the uterus 
and placenta negative. As a result of the cystic 
distention and increase in connective tissue the 
lutein cell band was markedly atrophic. Chirea 
has used tablets of lutein in treating his cases of 
emesis, but results have varied. Recasens cails 
attention to the fact that functional disturbance 
in the early weeks of gestation is radically different 
from the pathological processes of the ultimate 
months. Stolper notes this as well, and both 
regard lutein hypofunction as at least one factor 
in hyperemesis gravidarum. In early gestation 
the entrance of albuminoids from the ovum into 
the maternal organism causes disturbances which 
are signs of immunity, with subsequent formation 
of antibodies. These activate the functions of 
the various permanent glands and the temporary 
corpus luteum. If injury to the cell structure is 
effected, adding to the activity of albumin prod- 
ucts from the ovum, these signs of immunity in 
the early months may go on to the development 
of a toxemia, such as incoercible vomiting. F'i- 
nally, Sergent and Liau regard the cortical layer 
of the suprarenal capsules as one of the lines of 
defense for the female organism in gestation 
which neutralizes the auto-intoxication of the 
early months, called by them, “villo toxzmia.”’ 
Often this is so severe that the suprarenal cap- 
sules give out and fail in their function. 





MONTHLY COLLECTIVE 


OVARIAN EXTRACT IN THERAPY 

While our knowledge of ovarian physiology is 
thus far very imperfect, efforts at some therapeu- 
tic application of the ovarian secretions have been 
reported for many years and, until recently, with 
most indifferent success. When thyroid extract 
came to be used successfully in certain types of 
hypothroidism, clinicians made haste to apply 
the same empiricism in the use of ovarian extract, 
but with disappointing results. Only from the 
most recent studies in ovarian physiology, such 
as have just been reviewed, have we begun to find 
some explanation for this apparent inconsistency. 
The thyroid gland evidently produces its hor- 
mones more or less constantly; that is, the active 
principle is probably present in its tissues at all 
times, so that by feeding the gland, either fresh 
or in extract, its organic influence is transmitted. 
In the ovary, conditions are quite different. It 
is most probable that the interstitial cells are 
enlarged only at certain times, if indeed this 
means that they are actively engaged in the 
production of a secretion. With the follicle and 
corpus luteum we have a definite, recurrent 
growth and regression, wherefore any secretion 
coming from them would be present only on occa- 
sion. Thus it is evident that any internal secre- 
tions from the ovary would be obtained in ex- 
tract only provided that the organ was actively 
functionating at the time the extract was pre- 


pared. Again, if it is the purpose of the interstitial 
cells to guard the growth and development of 
the uterus, it is clear that they would be most 
active during the age of puberty and less so after 


nubility. They have, however, been observed 
later in life and often during pregnancy, hence 
their function is probably more complex. As 
regards the follicle, if it is the function of the 
internal theca-cells to produce the premenstrual 
congestion and of the lutein cells, as successors, 
to maintain this influence in preventing further 
ovulation and in aiding the newly implanted 
ovum at least for a month or two, then its hor- 
mone could be collected in extract for but a few 
days at a time in case gestation does not take 
place. This explains, at least, how difficult it 
may be to secure activating ovarian extract for 
commercial purposes and, therefore, why thera- 
peutic results from past clinical experience have 
been so varied and uncertain. It is probably for 
these reasons that Dannreuther considers the 
corpus luteum of pregnancy as more stable and 
efficient than that of ovulation, and hence, while 
agreeing with Burnham as to its therapeutic 
value, emphasizes the importance of preparing 
the extract from the ovaries of pregnant animals 


REVIEW 


only. He regards such an extract, administered 
by mouth, as non-toxic, but warns that the blood- 
pressure be not allowed to fall below 90 mm. Hg. 
under any circumstances and not more than 15 
mm. Hg. at any one time. Aschner believes that 
such an extract brings about a hyperemia of the 
genitalia and suggests its use in the treatment of 
amenorrhcea, sterility, and menopause troubles. 
As a result of his experiments with the phos- 
phated lipoid (ovarian) previously referred to, 
Iscovesco assigns to it great influence in certain 
hemorrhages, amenorrhoea, dysmenorrhoea, hypo- 
ovarianism, sterilization, and the menopause. 
He also suggests that the deficiency of this in- 
fluence is a factor in the chlorosis of puberty and 
in the feebleness of senility. According to 
Dannreuther, corpus luteum of pregnancy is in- 
dicated in (1) functional amenorrhoea, or scanty 
menstruation; (2) dysmenorrhoea of ovarian ori- 
gin; (3) manifestations of physiologic or artificial 
menopause; (4) neurasthenic symptoms during 
menstrual life; (5) sterility not due to pyogenic 
infection or mechanical obstruction; (6) ovarian 
insufficiency where the function of one ovary is 
impaired, or one has been removed, and compen- 
satory activity in the other has not taken place; 
(7) repeated abortions not due to disease or me- 
chanical factors; (8) hyperemesis in the early 
months of pregnancy. Hill’s clinical experience 
is in accordance withsuchindications. He treated 
with the extract of corpus luteum 12 patients 
from 25 to 38 years of age, all of whom had lost 
both ovaries by operation and showed severe 
types of nervous disorder. In every case improve- 
ment occurred, though complete relief was ex- 
perienced in but two cases, and relapses occurred 
where treatment ceased. He agrees with Burn- 
ham and Dannreuther that insufficient dosage 
explains past failures. 

In certain types of sterility where alterations 
of the ovary are present, Reynolds finds a slight 
or moderate organic enlargement due to retention 
cysts or to unduly large, persistent, and fre- 
quently cystic corpora lutea. In such cases ex- 
tract of corpora lutea would be contra-indicated, 
and instead Reynolds advocates resection of the 
retention cysts or persistent yellow bodies. 

Osteomalacia is always to be considered in 
discussing ovarian physiology or pathology. 
Seitz does not regard physiological osteomalacia 
as proven, though acknowledging that bone 
metabolism is decreased through the ovarian 
influence. Schnell has reviewed the treatment of 
osteomalacia during the last fifteen years. He 
does not regard this condition as an expression of 
hyperovarianism, but thinks that it is due rather 
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to changesin metabolism from the action of various 
ductless glands. Three hundred and thirty-four 
cases were collected. Of these 37 were treated by 
phosphorus, to5 by castration, 36 byadrenalin, 1 by 
antithyroidin, 16 by pituitrin, 2 by milk from cas- 
trated goats, and 6 by the X-ray. With but 7 re- 
currences in the series treated by odphorectomy, 
Schnell claims that this operation still offers the 
fewest bad results, being much preferred to treat- 
ment by hormones, such as adrenalin and pitui- 
trin. 

On the other hand, a case of acromegaly is 
reported by Kalledey and another by Goldstein 
which seem to have been due to a lack of ovarian 
secretion, whereby the hypophyseal secretion 
failed to be neutralized and flooded the general or- 
ganism. Goldstein’s case is that of a woman of 38, 
with a tendency towards gigantism in childhood. 
She was subjected to panhysterectomy for uterine 
myomata, and acromegaly developed without 
recognizable enlargement of the hypophysis. 
Kalledey’s case is of even greater interest. The 
patient was 32 years of age and had shown acro- 
megalic disturbances for four years. She men- 
struated first at 17, scantily, married at 22 and 
passed into menopause at 24, without gestation 
having occurred. At 28 ataxic symptoms ap- 
peared, with enlargement of the feet. She be- 
came very fat, developed headaches, sleepless- 
ness, and vertigo, and later was unable to walk. 


Her general appearance was masculine, even to a 


growth of hair on the face. Intravenous injec- 
tions of ovarian extract were administered and 
she became able to walk after the sixteenth dose. 
She was then given the extract in tablet form. 
Menstruation returned in three months and one 
month later she became pregnant. 


OVARIAN GRAFTING 

Determination as to the conditions under which 
the interstitial cells or the follicles predominate 
in influence will aid in explaining success or failure 
in ovarian grafting. All such efforts are as yet 
at the experimental stage, no recent work having 
brought forth any definite working knowledge. 
Indeed, opinion continues to be divided as to 
whether the ovarian hormone is in itself the es- 
sential factor in maintaining normal conditions 
or whether its value lies merely in its power to 
induce menstruation. Thus Tuffier regards 
menstrual suppression as the cause of trouble in 
post-operative menopause rather than the loss 
of the ovarian secretion per se, whereas White- 
house regards his results from autoplastic grafts 
after total hysterectomy as satisfactory. J. T. 
Smith believes the essential factor in the success 


of the transplant is ovulation; that is, the produc- 
tion of a corpus luteum. Ovarian transplants 
containing lutein tissue acted almost as well in 
his series as where the nerve connection remained 
intact. Graves reports on 25 cases where the 
ovary was implanted in the broad ligament or 
abdominal wall, with end-results in 12; 7 suffered 
severely from hot flashes, 2 lightly, 3 not at all, 
One patient bled from the nose and rectum and 
twice the transplant became cystic and painful. 
In its present development Graves does not re- 
gard ovarian transplantation as of great practical 
value, an opinion concurred in by Bell and Park. 
Bell speaks of this procedure as an effort only 
towards mitigating menopausal disturbances, 
the severity of which depend not so much on 
ovarian insufficiency as on the correlation exist- 
ing between all the internal secretions. Here 
the uterine changes which prevent menstruation 
and the individual variability as to sexuality 
and to the stability of and capacity for readjust- 
ment in the endocrinus system must be given 
proper consideration. 

Tuffier’s autografts comprise 44 cases. The 
ovary was implanted in the loose subperitoneal! 
cellular tissue, one on each side, 5 or 6 cm. distant 
from the median incision. Even where the ovary 
was sclerocystic he used it. Of this series 19 
were seen later, 18 of the patients having men- 
struated. Amenorrhoea ensued for from three 
to seven months after operation, during which 
time menopause symptoms were present. With 
the recurrence of menstruation the unfortunate 
phenomena leave, wherefore Tuffier argues that 
menstruation is more important for the physio- 
logic equilibrium than is ovulation. Such argu- 
ment is, of course, beside the mark until we can 
prove more definitely the nature of the relation 
between menstruation and the ovarian hormone. 

Two of Tuffier’s cases were of unusual interest: 
The grafts were removed after three and one-hal! 
years for pain. They had maintained their origi- 
nal size and a voluminous arterial and venous 
arrangement could be demonstrated about the 
periphery. Of 14 cases, however, but 3 menstru- 
ated regularly and rhythmically; 2 regularly but 
too freely, and 4 irregularly. Three showed a 
progressive decrease extending over a period oi 
two years’ time and four suffered from pain either 
in the graft or in the uterus. Tuffier concludes, 
therefore, that autotransplants are most effective 
in young women, especially if, hyperthyroidism 
is present. The experiments of Curtis and Dick 
gave equally unsatisfactory results, but 2 auto- 
grafts and 1 homotransplant proving success{u! 
out of 13 attempts. 
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Likewisein Carmichael’s hands ovarian grafting 
has been disappointing, so much so that he consid- 
ers the procedure as worth trying only in the hope 
that it may diminish the rapidity of onset of the 
climacteric. His original observations, published 
in 1907, have recently been reaffirmed by results 
obtained in two cases. In one of these the graft 
caused no trouble but menstruation ceased two 
months after the operation and mild climacteric 
symptoms supervened. In the other case men- 
strua! flow appeared irregularly but the transplant 
caused such pain as to require its removal eight 
months later. The mass removed proved to be 
completely cystic, the cysts being surrounded by 
a dense fibrous capsule. Microscopically, no 
trace of healthy ovarian stroma or lutein tissue 
was to be seen. This ovary had been painful and 
was slightly cystic at the time it was transplanted. 

Whitehouse feels somewhat more sanguine as 
to ovarian transplantation, but bases his opinion 
ona smaller series of cases. Like Bell, he employs 
seedling grafts but retains the entire ovarian 
structure, whereas Bell trimmed the cortex 
away, a procedure certain to minimize follicular 
development. The presence of a rich vascular 
supply in the tissues used as a bed for the graft 
is regarded as a prime essential by Whitehouse, 
as is asepticity and the avoidance of strong 
antiseptics. Nevertheless, he has implanted 
seedlings from ovaries involved in a general 
pelvic infection with favorable outcome, chronic 
inflammatory reaction thus not causing a de- 
structive suppuration. 

Experiments on sheep, as performed by 
Voronhoff and Jayle, seem to have led to en- 
couraging results. Ovaries grafted from one 
animal to another later appeared normally 
developed, and in one case, where the transplant 
was intra-abdominal, pregnancy ensued. With 
respect to this particular phase of the work, the 
question naturally arises as to whether the host 
of the transplanted ovary possesses any power 
to influence the germ-plasm. Harms answers 
this negatively, basing his opinion on experiments 
with animals of low order. Voronhoff’s failures 
resulted in those cases where the sheep were of 
different species and his best results followed 
where the two animals involved were of the same 
parent. Therefore consideration must be given 
to the quality of the blood of the receptor and of 
the donor, with particular reference to its power 
of hemolysis and agglutination. Jayle’s experi- 
ence has extended over a period of fifteen years 
and he claims to have secured no permanent 
results, claiming that five years must elapse to 
determine such. He has invariably experienced 


failure in grafting from one species to another. 
Not only should the two ewes come from the same 
mother, but from a herd having but one bell- 
wether. He considers that the application to 
woman of the principles deduced from this ex- 
perimental work would lead to a very limited 
field for the employment of ovarian transplanta- 
tion; however, the danger of transmitting infec- 
tion would prove a constant menace, if, indeed, 
the complex organism of the higher orders would 
be able to maintain so highly specialized an 
organ as the ovary when transplanted. It is one 
thing for a piece of engrafted tissue to live in a 
vascular bed and another for it to functionate as 
an organ of secretion. 


THE THYROID SECRETION 

The relation of the thyroid secretion to that 
of the ovary has always been of marked interest 
to the physiologist and to the clinician. Bell has 
pointed out that an excess of thyroid secretion 
is commonly met with in connection with pelvic 
lesions and that distinction must be made between 
cases which are the result of genital affections 
and those causing them. Total ovarian insuffi- 
ciency arouses increased activity in most, if not 
in all, of the other ductless glands. Thus the 
thyroid is stimulated, just as after thyroidectomy 
the ovary increases in function, though the uterus 
may atrophy. After odphorectomy the thyroid 
shows a great increase in colloid content. Fur- 
ther, underdevelopment of the ovary is not neces- 
sarily a primary factor in delayed puberty, 
though often a correlated condition. The thyroid 
and pituitary secretions, in association with the 
ovarian, are the factors most concerned in the 
final development of the genital apparatus. Thus 
at puberty delayed menstruation may be secon- 
dary to thyroid insufficiency just as menorrhagia 
may be temporarily due to hyperthyroidism, 
apart from exophthalmic goiter. Likewise steril- 
ity has accompanied hypothyroidism, a certain 
class of cases being evidently due to a disturbance 
of the hormone action of the thyroid on the ovary. 
Weil reports three such cases recently treated 
successfully. In one patient who was sterile for 
four years iodothyrin tablets were given for three 
months, whereupon pregnancy occurred and 
went to full term. The same woman was similarly 
treated, and with equal success, on two subsequent 
occasions. In his second case, where sterility had 
obtained for seven years and where there was a 
slight goiter, pregnancy occurred after three 
months’ treatment, but terminated spontaneously 
at the fourth month. In the third case the patient 
had been sterile for three years, and had a slightly 
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enlarged thyroid. Here again gestation came on 
after several months of thyroid feeding. In each 
case medication was stopped as soon as menstrua- 
tion ceased. 

This complementary association of the ovary 
and thyroid is again demonstrated in Basedow’s 
disease. Graff and Novak’s recent series of 36 
cases and Frinkel’s of 4o are significant. Of Graff 
and Novak’s cases, a marked diminution in genital 
function was observed in 18, primary ovarian 
deficiency evident in 10, dysmenorrhoea in 6, 
sterility in 7, where pregnancy was possible. 
Four women showed definite infantilism and in ro 
others stigmata of hypoplasia were present. No 
change in the genital function was seen in 12 
patients, 1 became pregnant and grew worse and 
2 recovered spontaneously in the second half of 
gestation. Frinkel found that in 8 of his cases 
the disease came on after the fortieth year, 6 after 
50, and 5 during the menopause. Amenorrhoea 
was the rule in advanced disease. He regards the 
hypo-ovarianism of puberty, pregnancy, lacta- 
tion, and the climacteric as peculiarly predispos- 
ing to morbus Basedowii. 

Thompson thinks that it is the interstitial cell 
secretion, rather than that of the follicle, which 
has most influence on the thyroid, and he quotes 
Crile as having emphasized the relation between 
exophthalmic goiter and sexual neurasthenia. 
The thyroid becomes definitely hyperemic and 


hypertrophic during pregnancy and its function 
is accordingly increased. Bell argues that such 
changes would naturally occur if the interstitial 
ovarian secretion were absent during gestation, 
thus throwing a tremendous strain on the other 


organs of internal secretion, especially the 
thyroid and hypophysis. This increased thyroid 
activity seems to take the form of a storage of 
colloid. On the other hand, neither metabol- 
ically nor actually has clinical experience or ex- 
perimental research produced any conclusive 
evidence that thyroid insufficiency in pregnancy 
is the cause of eclampsia. On the contrary, hypo- 
ovarianism in gestation produces less effect in 
late pregnancy than in the non-pregnant, a con- 
dition due either to the stimulation of the inactive 
thyroid by gestation or to the secretion of the 
developing foetal thyroid being conveyed to the 
mother. As regards the etiology of eclampsia, 
indeed, most recent study seems to favor the 
idea that this lies in the metabolism of the 
placenta. 


THE HYPOPHYSIS 
No work on the physiology of the glands of 
internal secretion has created more interest than 


that in connection with the hypophysis. By this 
time the physiologic action of pituitrin, as a 
stimulant of uterine contractions, and its thera- 
peutic value in delayed labor or in obstetric hemor- 
rhage, are so well established that no consideration 
of this phase of the subject will be carried out at 
this time. It is desirable to include in this present 
résumé only such material as refers to the hy- 
pophysis in its relation to the ovarian secretion. 
Here again we find amenorrheea a clinical expres- 
sion when the pituitary gland is deficient. Hof- 
staiter and Fromme have most recently con- 
tributed to this phase of the topic. In patients 
where amenorrheea has existed for a long time 
without pregnancy, as in primary hypoplasia vi 
the uterus or ovaries or in general infantilism, 
anzemia, and cachexia, a disturbance of the glands 
of internal secretion seems the most probable 
factor. While it does not necessarily follow that 
the hypophysis is insufficient in every case, it 
would appear that either such is the circum- 
stance or else the addition of pituitary extract 
stimulates those glands which are at fault or 
which, under such stimulation, are able to improve 
conditions. At all events, Fromme treated 12 
cases by daily injection of 1 ccm. of pituitrin: 
5 proved negative, 2 doubtful, while 5 reacted 
promptly. His best results were obtained with 
those patients where adiposity co-existed, patients 
in whom disturbance in the internal secretions is 
most apt to occur. In some of Hofstiter’s cases 
the amenorrhoea had not existed so long as in 
uterine atrophy of lactation and where mild ad- 
nexal disease seemed to be the only pathological 
finding. Thirty-three cases were treated by hypo- 
physeal extract of which 22 responded after several! 
injections by uterine bleeding very like menstrua- 
tion. Continued injections or the use of tablets 
kept up the periods in 11 cases and even where 
amenorrheea persisted the patients were sympto- 
matically improved. This phenomenon was noted 
particularly in cases following castration and 
the menopause. Like Bell, Hofstiter has com- 
bined pituitrin with thyroid extract, especially 
in adiposity, and Bell has used it with ovarian 
extract also. A point of practical value clinically 
is the condition of the skin. Where this is dry 
and rough, the thyroid is most probably at fault, 
but if fine and smooth the pituitary is more apt to 
be insufficient. 

Aschner and Seitz regard the hypophysis as 
absolutely necessary for the existence of preg- 
nancy, and Bell claims never to have met with 
gestation in which the woman suffered from a 
major degree of pituitary insufficiency. While 
Bell insists on the unity of the whole gland, 
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Schlimpert and Siguret claim proof that the 
anterior lobe is uninfluenced by pregnancy and 
that the active secretion is obtained only from 
the posterior lobe, a conclusion which is certainly 
generally accepted. By its vasoconstrictor ac- 
tion Schlimpert has demonstrated pituitary pres- 
ence in the foetal calf as early as the tenth week 
and in the human embryo at the sixth month. 
In foetal calves in the seventh month its influence 
on the respiratory center has been determined. 
But while hypophyseal insufficiency tends to- 
wards amenorrheea and sterility, excessive secre- 
tion has a similar influence. Thus hyperpituitar- 
ism results in acromegaly, an expression of mas- 
culinity, hence decreased sexuality in the female 
which may be spasmodic or constant. Cushing 
has shown that acromegaly eventually produces 
dystrophia adiposo-genitalis, or pituitary in- 
sufficiency, hence again, amenorrhoea and steril- 
ity in the female. 

That the relations between the hypophysis 
and the genitalia are in some respects antagonistic 
is claimed by Réssle. After castration this is not 
so evident where advanced age, cachexia, and 
similar factors enter in. Thus at the normal 
climacteric the hypophyseal influence does not 
become marked. But in young women he finds 


reaction evident in a very short time after re- 
moval of the ovaries or of the entire pelvic viscera, 


even in the presence of severe general disease. 
This is shown histologically by a hyperplasia of 
the eosinophile and especially of the basophilic 
cells. The latter appear abundantly in those 
areas of the hypophysis where normally but few 
are found. That such cellular increase is respon- 
sible for increased secretion, and hence for some 
part of the internal secretory disturbance charac- 
terizing the exaggerated symptoms of premature 
menopause, remains uncertain. That such may 
be the explanation, however, is suggested by 
Kleemann’s experiments with castrated animals. 
After removal of the ovaries or testicles, or merely 
of the corpora lutea, he injected animals with 
extract of the hypophysis. The effect was the 
same in one series of animals as in a series of con- 
trols. When, however, the extract was taken 
from the hypophysis of a pregnant animal the 
effect differed materially. In some there was a 
dilating action on the vessels and in others a con- 
stricting effect, altogether contradictory. This 
may explain many of the failures reported in the 
therapeutic use of pituitary extract and it may 
also be construed as at least partially clearing up 
certain phases of the vasomotor disturbances at 
the climacteric. 

The abnormally large excretion of calcium 


salts as a result of hyperovarianism has led in 
past years to treating osteomalacia by odphorec- 
tomy. Bossi has more recently suggested that 
these patients be fed suprarenal extract instead. 
While physiological osteomalacia has not been 
proven, bone metabolism is increased by the hy- 
pophysis, the thyroid, the thymusand probably the 
parathyroids. Further, it is quite possible that in 
osteomalacia there is a deficiency in these glands 
and in the adrenal as well as an excess of ovarian 
secretion. Thus we are face to face with a 
definite and logical therapeutic advance to be 
followed in the future in all those diseases of the 
endocrinous glands where there is excessive secre- 
tion. Instead of removing portions of diseased 
or deficient organs, Bell now suggests the use of 
metabolically antagonistic extracts. Pituitrin 
may prove to be as efficient in the treatment of 
hyperthyroidism as it is in uterine inertia in 
labor, and, combined with suprarenal extract, it 
may serve to counterbalance the action of the 
ovaries and thyroid, leading to calcium retention. 


THE ADRENALS 

The relation of the adrenal gland to the 
gonads is as yet very imperfectly understood. 
Addison’s disease remains the only clinical 
recognition of suprarenal insufficiency, charac- 
terized in the female by amenorrhoea. Yet, as 
has been suggested, a similar expression may exist 
in osteomalacia. It is quite within the bounds 
of reason, therefore, to regard the suprarenals as 
of great importance during pregnancy in assisting 
the absorption and retention of lime. The amen- 
orrhoea in Addison’s disease is apparently due 
to uterine atrophy. Novak has recently shown 
a genital hypoplasia in rats following extirpation 
of the adrenals, more pronounced in younger than 
in older animals. Partial extirpation caused no 
change. Potency and capacity for conception 
was markedly decreased, though pregnancy was 
not necessarily interrupted. Seitz, on the con- 
trary, considers that the adrenal is as essential 
for conception, pregnancy, and uterine contrac- 
tion as is the pituitary, though an increased 
amount of adrenalin in the blood in pregnancy 
has not been demonstrated. In unilateral re- 
moval of the suprarenals in rabbits, Bell found 
that calcium secretion was increased many 
times, that of urea and phosphorus in less degree, 
with no histologic changes in the ovaries. The 
pituitary appeared to be affected in the rapid 
production of infundibulin. 

In excess of suprarenal secretion amenorrhea 
is a constant finding and pregnancy occurs in no 
well-defined case. In suprarenal cortical hyper- 
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plasia secondary sexual characteristics are always 
modified in some degree, a case of Benda’s just 
reported being quite to the point. The ovarian 
influence is largely overthrown by such hyper- 
plasia, secondary male characteristics being pro- 
duced where the external genitalia remain those 
of the female. As a result of experiments with 
adrenalin on rabbits, Stepko came to the conclu- 
sion that the internal secretions from the ductless 
glands play a réle in sex determination. After 
feeding a 1:1000 solution of adrenalin hydro- 
chloride to the animals for eight days they showed 
a loss of 30 to 50 gm. in weight. The uterine 
horns were blue and atrophic and in the ovaries 
the germinal vesicles had lost chromatin. The 
urine contained albumin and gave a positive 
adrenalin reaction. 

Since it acts in opposition to the odphorins, 
Klein has employed adrenalin in treating that 
form of dysmenorrhcea in which the uterine 
mucosa becomes over-cedematous, a condition 
attributed to an excessive production of the 
odphorins. Not only was the pain much lessened 
but the duration was considerably shortened. 
Again, in dysmenorrhoea, due to insufficient secre- 
tion of the ovary, adrenalin was combined with 
pituitrin, the former acting as a vasoconstrictor, 
the latter causing the uterus to contract, and thus 
coagulated blood could not collect. Results of 
this treatment were also very satisfactory. 


THE PINEAL GLAND 


The pineal gland responds to the influence of 
pregnancy similarly to the hypophysis. Aschner 
has shown that it becomes plumper and broader 
and that post-partum involution is never perfect. 
Further, after extirpation of the ovaries, atrophy 
takes place. This gland seems to be somewhat 
allied with the thymus in preventing sexual 
precocity, and Marburg, Frankel and Hochwart 
have described cases of premature sexual develop- 
ment where tumors of the gland were demon- 
strable. 


THE THYMUS AND PARATHYROIDS 


The thymus, on the other hand, shows a marked 
atrophy during pregnancy, especially in the later 
months. The post-partum change here is marked, 
the gland undergoing an active proliferative 
process, leading in a short time to complete 
restoration. In the non-pregnant state the thy- 
mus, in association with the pancreas and para- 
thyroids, is said by Caro to possess an action 
inhibitory to the thyroid but stimulating to the 
hypophysis. Other investigators, as Lampe, 
Liesegang, and Klose, find that this action rather 


stimulates the thyroid, a conclusion to which 
Redlich is inclined to assent. Recent work on 
this phase of the subject is, however, too scanty 
to provide a basis for new conclusions. 

Of the relation of the thymus gland to the 
general metobolism but little has been worked 
out. Whether it inhibits the development of the 
ovary or whether such development follows on 
the withdrawal of the thymus secretion is in- 
definite. Experimentally, it is increased after 
odphorectomy, as is the pituitary gland before 
puberty. With the hypophysis it controls the 
growths of the body structures in general and 
with the pineal gland it probably prevents sexual 
precocity. 

Ciullo has studied the parathyroids in preg- 
nancy and concludes that they show no increased 
functional activity until the puerperium. Was- 
saglia produced tetany in dogs by extirpating the 
parathyroids almost completely just previous to 
pregnancy. Vassales had the same result where 
the extirpation took place during lactation. This 
does not prove, however, that parathyroid in- 
sufficiency is the only factor or even an essential 
one in tetany or eclampsia. After complete 
thyro-parathyroidectomy Werelius found that 
pregnant dogs died of tetany from five to ten 
days sooner than non-pregnant dogs. This in- 
vestigator hoped to show that unborn pups would 
transmit to their mothers their own parathyroid 
secretion, thus proving that these glands function- 
ate in intra-uterine life. In support of this theory 
his experiments were disappointing, the only 
conclusion accruing being that the removal in 
pregnancy of any organ possessing internal 
secretory activity would hasten symptoms ordi- 
narily associated with such removal unless com- 
pensated for by vicarious organic function in the 
foetus. 

THE MAMMARY GLAND 

The relation between the mammary gland and 
the genital organs finds explanation in the in- 
fluence of a hormone, according to the results of 
transplantation experiments by Cohn, who was 
unable, at the same time, to trace the origin of the 
hormone. No doubt has existed for many years 
as to the influence exerted by the ovary on the 
development of the breast, but this is not to be 
confused with the influence exerted on the mam- 
mary function. No definite research during the 
embryonal period as to the influence of the 
maternal ovary on the foetal breast has been un- 
dertaken. All that is known is the effect of cas- 
tration on the breast. The uterus is of slight 
importance, since cases are in evidence of mam- 
mary and ovarian development where the uterus 
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was rudimentary or absent. Cramer implanted 
ovarian tissue from an osteomalacic woman and 
effected menstruation and the development of 
breast tissue. While not proven, it is most prob- 
able that the mammary changes of menstruation 
are due to the ovary. The breast changes of 
pregnancy, however, are very different. Starling, 
Biedl, and Foa have claimed that the hormone 
stimulating lactation takes origin in the foetus, 
while Halban shows that the death of the foetus 
does not prevent lactation, but that death of the 
placenta does. Hence Halban and Niklas argue 
in favor of a hormone from the chorionic epithe- 
lium, a theory which at present seems most 
tenable. Castration shortly after conception does 
not prevent breast changes or the secretion of 
milk. Cohn is not so certain of a specific action 
from the placenta and suggests that the increased 
mammary production during the puerperium is 
due to a non-specific lymphagogue activity. 

On the other hand, such phenomena as milk 
secretion after castration, changes in the climac- 
teric, or in case of purulent or neoplastic destruc- 
tion of the ovaries, all point to an antagonism 
between the ovary and breast. ‘The essential 
lymphagogue or leuco-stimulants depend on the 
ovary in so far as they become effective only after 
ovarian activity has ceased. Extirpation of the 
glands in guinea pigs had no influence on the 


length of pregnancy or labor, as reported by 
Schiffman and Vystavel, results coinciding with 


Scherbach’s. The injection of mammary gland 
extract into animals not fully developed retarded 
the ovary or testicle in its complete growth. These 
indifferent results from experimental research may 
explain in part the none too satisfactory outcome 
following operative procedures, such as odphorec- 
tomy in carcinoma of the breast and mammary 
amputation to limit ovarian activity in extreme 
cases. 
THE DECIDUA AS A GLAND OF 
SECRETION 
The study of the glands of internal secretion 
has led to many very interesting researches into 
allied problems. Of these one is a study of the 
foetal trophoblast from the point of view of cell 
physiology. This has been indicated with respect 
to the breast, from the work done by Halban and 
by Niklas. Young has gone further and suggested 
the theory that the chemistry of cell change in the 
embryonic chorion is responsible for the develop- 
ment of the decidua. Yet another idea is that 
expressed by Von der Heide, that labor is an ana- 
phylactic reaction from foetal or placental 
hormones which are transmitted to the maternal 


INTERNAL 


blood in excessive amounts at the end of gestation. 
Kolme has attempted to offset this theory in 
recent experimental work on guinea pigs. In his 
series labor was not influenced by the intravenous 
injection of relatively large doses of maternal pig 
serum collected just before and just after labor; 
nor by injection of serums from young pigs re- 
moved at term by abdominal section and immedi- 
ately after normal birth; nor by placental extract 
and human placental serum. Kolme therefore 
regards Von der Heide’s theory as not supported 
experimentally, and labor as not an anaphylactic 
process. 

The tendency to regard any structure of per- 
fect cellular construction as capable of produc- 
ing an internal secretion had led Sfameni to 
express the opinion that active dilatation of the 
uterus is due not only to the influence of the cor- 
pus luteum but to that of the decidua as well. He 
saw a striking histologic affinity between the 
glands of internal secretion and the decidua. On 
this basis Gentili undertook a series of experi- 
ments to determine the presence or absence of 
some specific secretion. Human, bovine, and 
canine decidual extracts were extremely toxic 
when injected into rabbits. Decidual extracts 
from rabbits and guinea pigs were toxic in in- 
creasing degree when injected into animals of the 
same species. The physical signs and symptoms 
following injection were similar to those produced 
by intravenous injection of glands of internal 
secretion, as were post-mortem appearances. In 
some cases the toxicity was greater when the 
extract was taken in the early months of gestation. 
Decidual extract, further, shows a constant in- 
fluence on the blood-pressure, lowering it rapidly, 
with a disturbance of the cardiac and respiratory 
rhythm. Gentili concludes that in the decidua 
there exists a substance which favors the intra- 
vital coagulability of blood and which may be 
neutralized by the serum of the blood of animals 
of the same species. Hence the decidua possesses 
sufficient of the characteristics of the endocrinal 
system to be regarded as a gland of internal 
secretion. It is to be hoped that further work 
with this particular structure will be undertaken. 

With our present knowledge the entire endoc- 
rinal system can but be considered as a whole 
and the various internal secretions be studied to- 
gether. With further clinical and experimental 
research, however, it may prove that more parti- 
cular effort may be directed towards a certain 
organ in the hope that definite information may 
be secured. The subject is difficult and involved, 
yet enough acknowledged facts stand ready to-day 
to show that the question of the correlation of the 
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internal secretions has passed beyond the stage 
of mere theory. The treatment of many previ- 
ously obscure conditions has been materially 
assisted by the work already done, yet this be- 
speaks only further work and a greater success 
in the future. 
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ANZSTHETICS 


Boothby, W. M.: The Determination of the Anzs- 
thetic Tension of Ether Vapor in Man; with 
Some Theoretical Deductions Therefrom as 
to the Mode of Action of the Common Volatile 
Anesthetics. J. Pharmacol. Exp. Therap., 1914, 
V, 379- By Surg., Gynec. & Obst. 

The term “anesthetic tension” is employed to 
indicate the partial pressure of ether vapor that, 
after equilibrium is established, can maintain the 
subject in the stage of ideal surgical anesthesia 
for an indefinite period. Curves are given showing 
that the anesthetic tension of ether vapor for man is 
between 47 and 54 mm.—probably 51 mm. 

A working hypothesis based on the theory of 
Meyer and Overton is suggested to explain the 
mode of action of the volatile inhalation anzsthet- 
ics which can be summarized in the quantitative 
reversible equation Mn+-An= MnAn, in which the 
percentage saturation of the susceptible molecules 
in the nerve-cells (Mn), and, therefore, the inhibi- 
tion of the cell function—the depth of anesthesia, 
is dependent on the tension of the anesthetic vapor 
(An) to which these susceptible molecules are ex 
posed. 

To harmonize the fact that large variations occur 
in the amount of ether required by the usual methods 
of anesthesia with the fact that the same ether 
tension produces the same degree of anesthesia in 
all patients, it is pointed out that the apparent 
variation can be accounted for by (1) changes in 
the volume of respiration; (2) changes in the 
rate of circulation; and (3) by a possible alteration 
in the rapidity with which the above reversible 
reaction takes place under a slightly different 
chemical environment. 


Flemming, A. L.: A Review of Inquests Concerning 
Deaths During Anesthesia. Proc. Roy. Soc. Med., 
1914, vii, Sect. Anesthetics, 17. 

By Surg., Gynec. & Obst. 

The author gives a summary and analysis of 700 
deaths from anesthesia culled from the lay press 
accounts of coroners’ inquests. The lack of scien- 
tific accuracy and completeness is to be regretted 
and also the fact that within the profession there is 
no adequate source of knowledge as to cases in 
which anesthetics have any part in causing death. 

To illustrate, in only 542 of the 700 is the kind of 

anesthetic mentioned. Indiscreet selection of the 


anesthetic is the first cause mentioned. Chloroform 
was used in many cases where it is now known to be 
relatively or absolutely contra-indicated. Former- 
ly, most of the administrators were men of very 
limited experience who, perhaps, acted on the 
example of men of greater judgment rather than on 
thorough instruction and training, which brings 
forcibly to attention the question whether there is 
not some deficiency in the practical part of our 
teaching system. 

The preponderance of chloroform is striking, 378 
cases to 28, only, of ether, beside 100 of mixtures 
containing chloroform; indeed, it is inexplicable, 
considering the world’s knowledge that ether is 
safer and should be the anesthetic of choice. This 
fact is graphically shown in one of eight tables, 
which the article includes, on the anesthetic used. 
The other tables are on the age of patient, sex, ap- 
parent cause of death, nature of operation, stage at 
which death occurred, complicating factors, and 
analysis of “‘embarrassed breathing.” 

The writer points out the emphasis, revealed by 
these facts, of asphyxia under chloroform, the 
prominence of tonsils and adenoids in embarrassed 
breathing, the sudden death in such cases even after 
operation (due to ventricular “ fibrillation,’ from 
lightness of anesthesia, or syncope, or asphyxia?) 
and he points out the difference between what he 
terms incomplete and light anesthesia. As to 
ether as the anesthetic, especially in cases of em- 
barrassed breathing, he advocates it for induction, 
even where chloroform must follow. The anes- 
thetic was responsible for death in 521 of the 700 
cases. Of deaths after the operation acidosis was 
alleged as the cause in only 7. In referring to the 
work of Levy on ventricular fibrillation un- 
der chloroform he points out the intermission and re- 
application of the anesthetic, a practice we now 
know to be very reprehensible, though the many 
unskilled administrators seem slow to appreciate 
it. In anoci-association the choice of drug is shown 
to be important. chloroform and adrenalin with 
chloroform being dangerous. 

The article is a most instructive one, barring the 
unscientific yet only source of information, and the 
writer deserves thanks for his painstaking com- 
pilation. Surgeons in general, and untrained ad- 
ministrators in particular, are too prone even in 
these enlightened days, to let anesthesia be a matter 
of routine or unthinking application; and for lay 
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sources of statistics to show anesthesia so hazardous 
does injustice to the best available work. The 
discussion centered around the inaccuracy of the 
lay information and the demand for professional 
records accessible for study —a matter those who 
have worked on anesthetic mortality must ap- 
preciate. 


Gwathmey, J. T.: Oil-Ether Anzsthesia. JN. Y. 
M.J., 1913, xcviii, 1101. By Surg., Gynec. & Obst. 
Regarding the former use of carron oil for oil- 
ether anesthesia the author states that it was used 
because it parted with ether in solution readily, but 
an error of a hospital] pharmacist in compounding 
it with olive instead of Jinseed oil, thereby preventing 
proper mixing of the lime water, prompted the 
use of simple olive oil, which has continued, and he 
therefore uses 75 per cent of ether with 25 per cent 
of olive oil. 

The advantages claimed for the method are: 
(1) Avoidance of apprehension caused by a face 
mask; (2) no expensive apparatus; (3) after-effects 
reduced to minimum; (4) complete relaxation (he 
claims “more than in any other known method”); 
(5) the limits of safety are widened, compared with 
other methods; (6) a more even plane of anesthesia 
than by inhalation methods, unless in the hands of a 
skilled anesthetist with perfected apparatus. These 
conclusions were based on about too cases in which 
this method was used, the ages ranging from 4 to 
71 years, some with careful blood and urine and 
blood-pressure observations. The patients’ choice 


of this method, after having had experience with 


other methods, is cited in argument. 

Nine illustrative cases are cited. All but one — 
a girl of 9 years — received preliminary medication, 
usually morphine and atropine hypodermatically 
and chloretone by rectum. In some a portion of 
the mixture had to be withdrawn for signs of over- 
dose, cyanosis, stertor, or respiratory arrest. This 
suggests a peculiarity of oil-ether rectal anesthesia, 
that respiration should be smooth and easy, with 
out stertor, and with reflexes, especially lid-reflex, 
present. No deaths were properly charged to the 
anesthetic, though one ensued within twenty-four 
hours from extensive organic disease. Care and 
good judgment must be exercised in the doses of 
preliminary medication and in the strength of the 
ether solution. 

Physiological action is based upon the separation 
of the ether from the oil after its introduction, its 
absorption as a gas, circulation in the blood, passing 
through the lungs, where part is lost by exhalation, 
thence reaching the brain. The first symptom 
experienced by the patient is a loss of sensation in the 
lower extremities. Correspondingly, the return 
of sensation and pain follows that of consciousness. 
It is argued that a wide latitude of safety is proved 
by the recovery of one case of respiratory arrest for 
eight minutes; that it may be possible, by injecting a 
weak solution, to use this method for relief of pain. 
in place of morphine. Yet action depends on the 


circulation of the ether through the brain; moreover, 
preliminary hypodermatics explain analgesia. 

The indications for the use of the method are, 
especially, bronchoscopy, Grave’s disease, other 
conditions of fear or need of ‘‘anoci-association,”’ 
operations on or about the head, cases of previous 
nausea and vomiting. The contra-indications are 
the same as for ether, also colon and rectal inflam- 
mations. When a surgeon must work alone, or 
depend on a layman for help, instead of using the full 
strength it is best to substitute a weaker solution 
and add a supplementary anesthetic by inhalation 
to avoid the possible need of withdrawing any. 

The dose suggested for guidance is: For children 
under 6 years, a solution of 50 per cent; 6 to 12 
years, 55 to 65 per cent —these without pre- 
liminary medication; 12 to 15 years, the same, with 
perhaps addition of morphine !/r:2 gr. and atropine 
1/200; from 15 years upward, 75 per cent with pre- 
liminary medication according to the individual 
case 30 minutes before operation, and with, usually, 
chloretone 5 gr. in ether 2 dr. mixed with olive oil 
2 dr. by rectum. The preparation of the patient 
includes irrigation of the colon, but not purging, and 
rest in bed for two hours. The technique is intro- 
duction of the oil-ether solution by funnel and 
catheter to 3 or 4 inches within the rectum, the 
patient in the Sims position, taking at least five 
minutes for eight ounces. After the operation, a 
pair of small rectal tubes are introduced and the 
colon irrigated with cold soapsuds, then about 2 to 
4 oz. of olive oil, only, introduced for retention. 


Heyd, C. G.: Rectal Anesthesia; Technique for the 
Induction of Oil-Ether (Colonic) Anesthesia 
(Gwathmey). Post-Graduate, 1914, xxix, 120. 

By Surg., Gynec. & Obst. 


Heyd reports 30 cases of colonic oil-ether an- 
zsthesia from the New York Post-Graduate Hos- 
pital. The technique now used is as follows: 

The preparation consists of a mild laxative the 
night before operation, but no purging; soapsuds 
enema in the morning; and saline irrigation of the 
colon three hours before operation. 

The contra-indications are the same as for ether, 
though bronchitis, asthma, and illness from former 
ether by inhalation are not a hindrance. Diseases 
of the lower bowel; considerable distress by the 
patient on the introduction of the solution are 
contra-indications. 

The apparatus consists of a small catheter and 
funnel for the oil-ether solution and two small 
tubes for withdrawing any of the solution from the 
rectum. 

One hour before operati,on there is administered 
per rectum, chloretone, gr. xx, ether and oil-ether, 
of each drams 2 to 4; one-haJf hour before operation 
an injection of morphine gr. %-!4, atropine gr. 
1/200— 1/100 is given, hypodermatically. The 
mixture consists of olive oil 2 ounces, ether six 
ounces, or, for weak, anemic adults, ether 55-65 
per cent; oil, 45-35 per cent; for children, ether, 50 





GENERAL SURGERY — SURGICAL TECHNIQUE 17 


per cent in oil. With the patient in the Sims posi- 
tion, the catheter is inserted 4 inches and the solution 
injected, taking at least 5 minutes. The quantity 
used is 1 ounce to each 20 lbs. of body-weight. 
There should be a delay of 1o to 30 minutes before 
moving the patient. 

The danger signals are loss of lid reflex; stertor, or 
embarrassed respiration; approaching cyanosis. 
When any of these are present, 2 to 3 oz. of the solu- 
tion should be withdrawn from the rectum. 

The post-operative treatment consists of im- 
mediate irrigation of the rectum with cold soap- 
suds; then, withdrawing one tube, 2 to 4 oz. of 
olive oil and a pint to a quart of cold water should 
be injected and the remaining tube withdrawn. 


Skillern, Jr., P. G.: On the Blocking of Infra- 
Orbital and Mental Nerves at Their Foramina 
to Induce Operative Anesthesia in Their 
Cutaneous Distribution. Surg., Gynec. & Obst., 
1914, Xviii, 387. By Surg., Gynec. & Obst. 

In certain operations upon the face, local anes- 
thesia by subdermal infiltration may be unfeasible 
because of the close relation at some places of 
cartilage or of bone to the surface, as well as of the 
disadvantage of working in tissues made oedematous 
by the injection. The distribution of the fifth nerve 
to well-defined territories and the emergence of 
some of the important branches from superficial 
foramina render nerve-blocking an ideal method of 
anesthesia. The author describes the applied 
anatomical technique for the infra-orbital and the 
mental nerves. 

The first patient presented upon the lower half 
of the right side of the nose, just above the ala, an 
indolent epithelioma — rodent ulcer — the size of 
a thumbnail. It was decided to desiccate the ulcer 
with the high-frequency spark. On account of the 
denseness of the tissues and the lateral cartilage 
forming the floor of the ulcer, infiltration was not 
feasible. Being in the territory presided over by 
the nasal branch of the infra-orbital nerve, the writer 
decided to block that nerve at its emergence from 
the infra-orbital canal. Using novocaine-adrenalin 
solution, the needle of the syringe was directed to 
the infra-orbital foramen 1 cm. below the lower 
margin of the orbit and midway between the canthi. 
Paresthesia was obtained and the nerve blocked. 
The operation was painless. 

In order to determine the feasibility of infiltrating 
the nerve throughout the infra-orbital canal, Skil- 
lern injected the latter with methylene blue in a 
cadaver and found that it traveled back to the 
sphenomaxillary fossa. He suggests this method for 
the relief of toothache and for painless extraction 
of teeth. 

The second case had to do with blocking of the 
mental nerve to anesthetize the lower lip for opera- 
tion upon an epithelioma at its center. Both 
mental nerves were reached at their foramina. The 
technique is described in detail. Had there been 
cervical lymph-nodes to be removed, it would have 


been feasible to have blocked the second cervical 
nerve at the middle of the posterior border of the 
sternomastoid muscle. The author points out that 
the dental branches to the incisor and the canine 
teeth may be blocked through the mental foramen, 
and since both nerves supply six teeth, genuine 
painless dentistry would be realized for nearly one- 
fifth of all the teeth, and at least for the most 
sensitive ones. Toothache in any of the six may be 
readily relieved. 


SURGICAL INSTRUMENTS AND APPARATUS 


Quénu, E. and Mathieu, P.: Apparatus for the 
Treatment of Fractures of the Leg (Appareil 
pour le traitement des fractures de jambe). Presse 
méd., 1913, XXi, 981. By Journal de Chirurgie. 

Quénu and Mathieu have modified Lambret’s 
apparatus which consisted of two skewers trans- 
fixing the bone above and below the seat of the 
fracture, and in which reduction or shortening 
was produced by withdrawing the two skewers 
from each other along two rods lying parallel to the 
axis of the limb. They have modified both the 
skewers and the lateral rods. 

Each skewer is a shaft of nickel-plated steel 25 
cm. long, varying in diameter up to as much as 
6mm. One of its extremities ends in a bit 2 cm. 
long with fine threads; the other ends in a flattened 
head to be inserted into the auger. 

Each rod is composed of two shafts, one of which 
screws into the other; the solid rod is a screw 











Fig. 1. (Quénu and Mathieu.) 
hold the hooks of the rods in place. 

Fig. 2. (Quénu and Mathieu.) <A, rod with bit to im- 
mobilize the solid shaft in the hollow shaft. B, small 
hook to facilitate the turning of the barrel screw. 

Fig. 3. (Quénu and Mathieu.) Quénu and Mathieu’s 
apparatus in position, 


Skewer with slides to 
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throughout its length with threads 2 mm. apart, 
and it is passed through the hollow shaft by a screw 
turning in a circular groove on the corresponding 
end of the hollow shaft. This screw is barrel- 
shaped and has four thumb-pieces which facilitate 
its turning. The terminal end of each rod has a 
hook into the opening of which the skewer fits. 
The accessory pieces include a slide fixed to the 


SURGERY OF THE 

HEAD 
Frank, L.: Epilepsy Surgically Considered; a Pre- 
liminary Clinical Report. Am. J. Surg., 1914, 
XXViii, 113. By Surg., Gynec. & Obst. 

The author divides epilepsy into the two classical 
types: (1) the so-called idiopathic, essential or 
genuine; and (2) the secondary, Jacksonian or 
traumatic. Nearly all medical men agree that 
the proper course of treatment of a secondary 
epilepsy is operative. However, the more we 
know about epilepsy, the more we are inclined to 
ascribe some definite cause for its onset and the 
more cases are considered subjects for surgical 
treatment. Up to the present the only successful 
treatment has been surgical, and the author makes 
a plea for operative interference when there is a 
possibility that the focus of the trouble can thus 
be reached. 

The method which the author usually follows 
is a two-step operation. At the first sitting the 
cranium is opened, and at the second, eight to ten 
days later, the dura is opened and exploration of 
the brain carried out. In a case which the author 
reports, such an operation was performed and the 
motor areas for the arm center, the part mainly 
affected, was excised 6 mm. deep. Following the 
operation the patient made a gradual but steady 
recovery. J. H. SKILEs. 


Kerrison, P. D.: Barany’s Theory of Cerebellar 
Localization: Diagnostic Value of the Pointing 
Test in Cerebellar Abscess. Laryngoscope, 1914, 
Xxiv, 192. By Surg., Gynec. & Obst. 

In the diagnosis of cerebellar abscess without 
focal symptoms the application of the pointing tests 
is of value, but before these can be applied a knowl- 
edge of the normal pointing reactions is necessary. 

By this is meant the departure from the normal 

pointing accuracy which regularly occurs in re- 

sponse to vestibular irritation. Normally, with 
eyes closed and having located some fixed object 
by the sense of touch, the patient lowers the arm 
and again brings the finger into contact with the 
object. Then if the right ear is irrigated with cold 
water a rotary nystagmus to the left develops and 
the individual tends to fall to the right. If the 
pointing accuracy is quickly tested it will be found 
that the hand, in being lowered, will deviate from 
the vertical plane to the right and on being raised 
will swerve still further to the right, describing a V 
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skewer by a pressure screw which holds the hook in 
position and prevents its being displaced inward or 
outward and a little guard which is screwed onto 
each pointed end of the skewers after the apparatus 
is in place. 

For the technique of application of the apparatus 
the reader is referred to the original article. 

J. Dumont. 


HEAD AND NECK 


to the right of the object. Stated as a rule, the 
pointing deviation resulting from vestibular irrita- 
tion is invariably in the direction opposite to that 
of the induced nystagmus; it therefore corresponds 
with the direction of the falling tendency. 

In suspected cerebellar disease the loss of pointing 
accuracy in both hands should be tested. If the 
symptom is present, it will be found that the arm 
corresponding to the cerebellar lesion will regularly 
deviate outward, while the opposite hand will con- 
tinue to point with normal accuracy. This result 
should then be corroborated by testing the reaction 
to vestibular irritation, when it will be found that 
in the presence of an induced nystagmus the affected 
arm does not deviate in the opposite direction to the 
nystagmus but continues to deviate outward while 
the other arm deviates in the opposite direction. 
In a case reported by Barany in which these reac- 
tions were perfectly illustrated, following evacuation 
of the right cerebellar abscess, the normal pointing 
accuracy of both arms became normal, but on testing 
the reaction to vestibular irritation the left arm 
deviated to the left while the right arm continued 
to point with normal accuracy. 

Barany believes that there are separate centers 
in the cerebellar cortex, a pull or tonus upon some 
particular joint or its controlling muscle groups. 
The effect of any lesion functionally suppressing 
any one of these centers is equivalent to stimulating 
the opposing center and thus the spontaneous 
deviations from normal accuracy resulting from 
cerebellar lesions are to be considered wholly the 
result of cerebellar enervation. As yet we have 
definite information of only a few important centers, 
that center exerting inward tonus upon the wrist and 
shoulder being located in the middle inferior lobe 
near the flocculus. These are the most important 
from the standpoint of diagnosis as they are the 
centers most commonly involved in otitic cerebellar 
abscess. 

Barany’s theory of the cause of the above phenom- 
ena is as follows: The spontaneous outward pointing 
deviation which occurs as an occasional focal 
symptom of cerebellar abscess or tumor is caused 
by pressure upon the center involved. In the case 
of the wrist or shoulder the inward tonus being for 
the time abolished, the hand or arm in pointing is 
dominated by the still intact center for outward 
tonus and therefore deviates outward. When the 
abscess is evacuated, the pressure is relieved and 














GENERAL SURGERY — SURGERY OF THE HEAD AND NECK 19 


the center regains in part its control of position sense 
in the joint involved. This partial restoration of 
functional activity is probably reinforced by the 
balancing of activity in the opposing center for 
outward tonus, and, reasoning by analogy, it is 
also possible that the cerebrum may play some part 
in the correct arm movements in the vertical plane. 
E. K. ARMSTRONG. 


Axhausen, G.: Brain Puncture (Die Hirnpunktion). 
Ergebn. d. Chir. u. Orthop., 1913, vii, 330. 
By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

A series of questions which the author addressed 
to the large hospitals showed that internists and 
neurologists, and even surgeons, were opposed to 
puncture of the ventricles. It was the aim of the 
author in his monograph to overcome this opposi- 
tion. After a short introduction he discusses the 
technique in detail; the diagnostic value of the 
procedure depends on a thorough knowledge of it 
and following it carefully in all the details. The 
different modifications are discussed critically, and 
the comparative value of the different instruments 
used. 

The author believes that puncture should be 
performed only when it is possible to follow it up 
immediately by trephining if necessary, therefore 
it should be done only in the operating room, for 
in some cases of abscess and hemorrhage it is 
necessary to trephine at once. Its greatest diag- 
nostic value is in the local diagnosis of intracranial 
hemorrhage; for by no means all of these cases are 
typical, especially where there is also concussion 
or contusion of the brain or fracture of the skull. 
The same thing is true in traumatic oedema. It 
makes the diagnosis of abscess easier and the author 
believes the danger of spreading the infection is 
greatly exaggerated. 

Puncture should be practiced only with great 
caution in brain tumor, for small haemorrhages from 
the finer blood-vessels, which cannot always be 
avoided, may cause threatening general pressure 
symptoms. In the diagnosis of hydrocephalus 
internus it is equal to lumbar puncture. 

The author is much more restrained in his dis- 
cussion of the therapeutic effects except in hamor- 
rhage. In severe supradural hemorrhage it can 
be used as a palliative treatment in order to gain 
time for operation. In subdural effusions it often 
suffices of itself to avoid the after-effects. Coster. 


NECK 


Caldwell, C. E.: Congenital Tumors of the Neck. 
Lancet-Clin., 1914, cxi, 364. 

By Surg., Gynec. & Obst. 

The author discusses the embryology of tumors 
of congenital origin, comes to the conclusion that 
the evidence adduced goes to prove that the lymphat- 
ic cavities described by Veau and the jugular 
sacs described by Sabin are but different interpre- 
tations of the histological facts, and that in these 
lymphatic cavities—or perhaps more accurately 


speaking, jugular sacs--we have the foetal anlagen 
which result by arrested evolution in the multi- 
locular serous cysts, the nature and disposition of 
which correspond most accurately with that of 
these sacs. The absence of a true endothelial 
investment of these sacs or cysts may be explained 
on the theory of atrophy from intracystic pressure. 

The author offers the following classification of 
congenital tumors of the neck: 
Location—Median—From thyroglossal duct; from 

accessory thyroid rests. 

Lateral—Branchiogenic cysts; multilocular serous 
cysts; teratomata; branchiogenic carcinomata 
(Volkmann); carotid body tumors. 

Consistency — Solid — Teratomata; branchiogenic 
carcinoma; carotid body tumors. 

Cystic — Branchiogenic: | Ectodermic-dermoid, 
entodermic-mucoid, entoectodermic-mucoder- 
moid. Serous cysts or mesodermical: Multi- 
locular cysts, hygroma colli, hydrocele colli, 
cystic lymphangioma, lymphocele. 

The case is reported of a boy 8 years of age, who 
for three years had had a tumor which had been 
aspirated several times but had always returned. 
The tumor was located on the right side of the neck 
and extended from the mastoid and external 
auditory meatus down to a finger’s breadth from the 
clavicle at the junction of its middle and inner 
thirds, and from almost the median line, posteriorly, 
to the middle of the right inferior maxilla in front. 
The tumor was not tender and seemed to fluctuate 
throughout. The aspirated fluid was straw-colored 
and boiled starch solution treated with tincture 
of iodine was decolored by it. The tumor was 
removed by an incision through the skin over 
the border of the mandible. It was found to be 
a multilocular serous cyst, a lymphocele. 

Epwarp L. CorNELL. 


Iversen, T.: The Parathyroid Glands in Goiter and 
Basedow’s Disease (Les glandes parathyroides 
dans le goitre et la maladie de Basedow). Arch. 
internat. de chir., 1913} Vi, 154. 

By Journal de Chirurgie. 


The parathyroid glands are independent organs 
having a special and necessary function. In the 
normal state there are two parathyroids on each 
side in 81 per cent of the cases, in 9 per cent of 
the cases 3, and in otheis 5. The dimensions 
are on an average 6x 4x 2 millimeters. They are 
located along the posterior border of the thyroid 
gland and are in relation with the branches of the 
inferior thyroid artery and the recurrent laryngeal 
nerve. The location of the right recurrent nerve 
is somewhat different from that described by the 
classics. It is more apt to be injured in operations 
for goiter than the left recurrent. 

Among 25 cases of goiter, 22 of the specimens being 
from the cadaver and 3 of them from operation, 
the author found four parathyroid glands in 14 
cases, or 56 per cent, 3 in 9 cases, 36 per cent, 1 in 
one case, and 5 in one case. 
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In goiter the upper parathyroids keep their 
normal position; the lower ones are displaced down- 
ward by the growth of the thyroid. Their size is 
practically the same as in the normal condition. 
Sometimes, however, there is an increase in length 
and breadth with a decrease in thickness. There 
is no change evident in the microscopic structure. 
In some specimens from operation there have been 
recent hemorrhages. 

In 5 cases of Basedow’s disease he found 4 pata- 
thyroids four times and 2 once. The size and 
location of the parathyroids are the same as in 
goiter. The histological structure does not show 
any constant change. In particular the number of 
fat-cells in the interstitial connective tissue is not 
always, increased. Here, too, specimens from opera- 
tion often showed recent hemorrhages. 

In man as in animals the total removal of the 
parathyroid glands causes fatal tetany. It is a 
question whether leaving one parathyroid suffices 
to prevent tetany, but it is certain that if two glands 
are left it does not occur. In some cases the tetany 
is chronic and trophic disturbances predominate. 


SURGERY OF 
CHEST WALL AND BREAST 


Judd, E. S.: End-Results in Operations for Cancer 
of the Breast. Surg., Gynec. & Obst., 1914, xviii, 
280. By Surg., Gynec. & Obst. 

Judd presents a review of the results of operations 
for mammary cancer in the Mayo clinic from 

January 1, 1902, to January 1, 1912. This covers 

608 cases, of whom it was possible to trace the sub- 

sequent histories in 514. In all the patients the 

operations were radical and consisted in the removal 
of the entire breast, axillary glands, and fascia 
including the pectoralis major and minor muscles, 
usually all in one piece. The diagnoses in all of the 
cases were made from both macroscopic and micro- 
scopic evidence. Of the 608 patients, 2 were males, 
one of whom is alive without recurrence 3 years 
after the operation, and the other died at the end 
of 2 years and 8 months from recurrence. 

The youngest patient was 25 years of age and the 
oldest 85 years of age. By decades their distribu- 
tion was as follows: 


20 to 30 years of age 
30 to 40 years of age 
40 to 50 years of age 
50 to 60 years of age 
60 to 70 years of age 
70 to 80 years of age 
80 to go years of age 


Of the 13 patients under 30 years of age, 5 are 


alive and well without recurrence. Of the 514 
patients of whom the subsequent history is known, 
266, or 52 per cent, are known to be dead, though 
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Pregnancy and labor increase the sensitiveness to 
parathyroid insufficiency, a point which should be 
remembered in operations for goiter on women. 
The author found parathyroids in the specimens 
which he examined in more than half the cases of 
extirpation and resection, and in some cases of 
enucleation of goiters. He only found them rarely in 
cases of enucleation-resection. 

The best operation for sparing the parathyroids 
and avoiding tetany is a slight modification of 
Kocher’s enucleation-resection. The operation 
should be subcapsular. A layer of thyroid tissue 
4 cm. broad should be left in front of the recurrent 
nerve. The large branches of the inferior thyroid 
artery should be avoided and the small branches 
ligated at their entrance into the thyroid gland. 
The veins also should be ligated as near as possible 
to the thyroid. There is no known treatment 
for chronic tetany. Recent experience in the trans- 
plantation of thyroids has shown that only auto- 
transplantation gives any results, while in homo- 
plastic transplantation the graft disappears or 
loses its function. CHIFOLIAU. 
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21 of these died from other causes without clinical 
signs of recurrence of carcinoma, leaving a balance 
of 48 per cent of deaths, probably from cancer, for 
the entire series. Of the 514 patients, 248 are 
known to have lived from 2 years to 11 years and 
4 months; 37 of these are known to have recur- 
lences. 

Of the patients operated on during the years 1902 
and 1903, 40 have been traced; 27 are known to be 
dead from various causes, leaving a percentage of 
33 alive without recurrence more than to years. 
Three of those who died lived more than 6 years 
and died from other causes. 

Of the 321 patients operated on more than 5 years, 
266 were traced: 148 are known to be dead and 
106 living, a percentage of 40 who have lived more 
than 5 years. Six of the living have recurrences at 
present. Fourteen of those dead have died from 
other causes than cancer. 

Of the 510 patients operated on more than 3 years 
ago, 437 have been traced: 234 are dead, ror living, 
a percentage of 45 of patients living more than 3 
years. Twenty-seven of these have recurrences at 
present. Nineteen of those dead have died from 
other causes. 

One case is reported of a patient who died 9 
years and one month after the primary operation 
from general carcinosis; one from internal metasta- 
ses without local recurrence 6 years and 5 months 
after operation; and one on whom a secondary 
operation for recurrence was done 12 years after the 
primary operation. In this latter case the patient 
remained well nearly 3 years after the secondary 
operation. 
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While noting the importance of an immediate 
radical operation after a diagnosis“of carcinoma 
from a test specimen, Judd notes that the delay 
in such procedure does not always necessarily mean 
a bad prognosis. 

Conversely, he notes that patients in whom 
there is a very small mammary lesion without deter- 
minable glandular involvement may die of early 
internal metastases. He notes that while oedema 
of the tissues is usually a contra-indication for 
operation, one patient in his series, in whom the 
prognosis was bad because of cedema and yet who 
was operated on as a palliative measure, is still alive 
without recurrence 5 years and 3 months later. 

Judd notes that cancer in the lactating breast 
has usually been rapidly fatal. A very large per- 
centage of the patients heard from have reported 
that functionally their arms are practically as good 
as ever. Judd notes that when it has been neces- 
sary to destroy one of the motor nerves the function 
of the arm is much more apt to be impaired. Not 
over 5 per cent of the cases have had swelling of the 
arm. His conclusions are as follows: 

1. Results in operations for cancer of the breast 
are as good if not better than results in operations 
for cancer elsewhere. 

2. The prognosis in younger people who received 
the benefit of an early operation was better than 
had been expected. 

3. The prognosis is variable in a certain per 
cent. An extensive external involvement may give 


a fair prognosis while a slight external lesion may 
terminate early from internal metastasis. 
4. That metastasis may occur many years after 


the operation, though in the great majority of in- 
stances it will appear in the first few years if at all. 
The difference between the percentage of patients 
living over 3 to 5 and to years is not as great as 
might be expected, but this is because most patients 
who die of the disease die within the first 3, or at 
least the first 5 years. Living 5 years without 
recurrence means a very small probability of trouble 
after that. 

5. Comparing these results with those of former 
years, we feel that the results are improving and 
that the improvement seems due to the fact that 
patients are coming earlier for treatment rather 
than to any improvement or change in the technique. 


MacCarty, W. C.: Clinical Suggestions Based 
upon a Study of Primary, Secondary (Car- 
cinoma?), and Tertiary or: Migratory (Car- 
cinoma) Epithelial Hyperplasia in the Breast. 
Surg., Gynec., & Obst., 1914, xviii, 284. 

By Surg., Gynec. & Obst. 

The mammary acinus consists of two rows of 
epithelial cells when the differentiated cells (inner 
row) and the undifferentiated cells (outer row) 
are present, the histologic picture may be spoken 
of as primary epithelial hyperplasia. When the 
differentiated cells are absent, and there remain 
only the hyperplastic undifferentiated cells of the 


outer row, the condition may be referred to as 
secondary epithelial hyperplasia. When the line 
of demarcation between the hyperplastic undiffer- 
entiated cells and the stroma is indefinite or absent, 
and the epithelial cells appear in the periacinar stro- 
ma, the condition may be spoken of as tertiary or 
migratory epithelial hyperplasia. 

At present, surgeons have no very definite 
method or standard of dealing with the doubtful 
group. Radical operations are sometimes done 
when they are not needed, simply because the sur- 
geon gives the patient the benefit of the doubt. 
The writer has occasionally seen carcinomata 
excised for benign tumors. 

It seems that there should be a mean between the 
two extreme conditions, and this mean should, 
with the aid of a knowledge of the stages of epi- 
thelial hyperplasia, serve to scientifically solve the 
following problems: 

1. The percentage of cases of tertiary hyperplasia 
with or without glandular involvement which may 
be cured after an arbitrary period of ten years from 
the time of radical operation. 

2. The percentage of cases of secondary hyper- 
plasia which will remain well or recur after the 
removal of the mammary gland itself without the 
removal of the glands. muscles. and large amounts 
of skin. 

3. The percentage of cases with local chronic 
mastitides or encapsulated conditions which return 
later with secondary or tertiary hyperplasia after 
local removal. 

The question for the surgeon to decide is whether 
or not he is willing to run the chance of local re- 
currence after wide local removal of a malignant 
condition followed by an extensive operation after 
microscopic examination, or take the credit of 
doing radical operation unnecessarily in an attempt 
toward conservatism. This, with our present 
knowledge, can be answered only by conscience, 
and not by scientific data. The following plan 
suggests itself: 

1. The conditions which are associated with 
classical clinical signs of carcinoma should be 
treated radically. 

2. The doubtful cases in women near or over 
35 years of age should have the entire mammary 
gland removed for immediate examination. If 
primary or secondary hyperplasia be present, 
nothing more should be done; if tertiary hyperplasia 
be present, a radical operation should be performed. 

3. In doubtful patients near or under 35 years 
of age, a wide section of the mammary gland in- 
cluding the pathological conditions should be 
removed for examination. If primary hyperplasia 
be present, nothing more should be done. If 
secondary hyperplasia be present, the rest of the 
mammary gland should be removed; and if tertiary 
hyperplasia be present. the radical operation should 
be accomplished. 

This plan avoids incision of tumors and removes 
the possiblity of unnecessary radical operations. 
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Clarkson, F. A.: Primary Endothelioma of the 
Pleura. Canad. M. Ass. J., 1914, iv, 192. 
By Surg., Gynec. & Obst. 

The author reports the following case in detail. 
A short discussion also accompanies the case history. 

A young Englishman, 27 years old, applied for 
insurance, but was declined. His family history 
was good, but his physician found dullness as high as 
the sixth rib, with absence of breath sounds in the 
same region. A month later, the dullness reached 
the clavicle, and aspiration removed 8o oz. of straw- 
colored fluid which contained no cellular elements, 
and was negative on culture and_ inoculation. 
Five weeks later, the fluid re-accumulated in suffi- 
cient quantity to cause dyspnoea, and a second as- 
piration drew off another 80 oz. At the third 
operation, three weeks later, some blood was noted 
in the aspirated fluid. 

The patient complained of no pain — in fact, 
throughout the whole illness, the absence of pain 
was a most striking feature. A slight cough gave 
enough sputum for examination, but no tubercle 
bacilli were found. Calmette’s reaction and, later, 
Morro’s were both negative. Up to this point 
in the disease, there had been no fever, the only 
subjective symptoms being slight dyspnoea on 
exertion, and progressive weakness. The patient 
lost weight rapidly. 

Examination showed deficient movement over 
the whole right side of the thorax. Vocal fremitus 
and resonance were absent. Percussion note was 
dull as high as the second rib, and above that 
Skodaic resonance. Below the fourth rib, no 
breath sounds were heard; above, breathing was 


distant bronchial, with coarse rales at the end of 


inspiration. The left chest was hyper-resonant, 
and the breath sounds were puerile. ‘The apex 
beat was in the fifth interspace, one-half inch out- 
side the mammillary line. The sounds were normal. 
Posteriorly, Grocco’s triangle could be marked out 
on the left side. The liver was at the umbilicus. 
The spleen was not palpable. Urine: s.g. 1018, no 
sugar or albumin. Blood: reds, 3,500,000; whites, 
10,000. 

Portions of the sixth and seventh ribs were 
resected in the anterior axillary line. A_ large 
quantity of blood-stained fluid escaped and the 
pleural cavity was lined with innumerable fibrin 
nodules. A large-sized drainage tube was intro- 
duced, from which fluid was constantly discharged, 
at first sanguineous, but towards the end, greenish. 
The patient gradually grew weaker, became re- 
markably emaciated, and died about six months 
after the symptoms appeared. 

At autopsy the right pleura was found to be 
thickened (5 mm.) and firmly adherent to the ribs 
and sternum. When this was divided, a large ragged 
cavity was disclosed, with many rounded tags 
attached to the walls (from 1 to 4 cm. in diameter) 
as well as numerous stringy masses, more or less 
firmly connected with the pleura. The right lung 
was collapsed and airless, but contained no new- 


growth. The visceral pleura covering it was of the 
same nature as the parietal—thickened and covered 
with pedunculated tags. The only portion of the 
pleura which could be separated at all easily was 
that part close to the anterior mediastinum. On 
dissecting off the pleura, the new-growth was 
found to be of about the same homogeneous color 
and consistency as a fresh-cut section of testicle. 
Very friable, and thicker in some portions than 
others, the neoplasm seemed to be confined almost 
entirely to the inner surface of the pleura. Only 
in one place was there a definite nodule on the outer 
surface. 

Besides a dilated stomach and a slightly enlarged 
spleen, all the other organs were in a normal and 
healthy condition. 

Microscopical examination of sections of the thick- 
ened pleura showed the new-growth to be an endo- 
thelioma. The pedunculated tags were almost 
entirely fibrin. At no place could there be found 
evidence of the invasion of the new-growth into the 
surrounding tissue, the line of demarcation between 
the lung and pleura being always clear and well- 
defined. 


TRACHEA AND LUNGS 
Godlee, R. L.: Foreign Bodies in the Air-Passages. 
Clinical J., 1914, xliii, 177. 
By Surg., Gynec. & Obst. 


The question of foreign bodies in the air-passages 
is of great importance to all, but particularly to the 
general practitioner upon whom rests the responsi- 
bility of an early diagnosis. The bronchoscope is 
not a difficult instrument to use when one has 
become accustomed to it. Stereoscopic skiagrams 
are strongly urged and it is essential that they be 
taken instantaneously in order to elude the heart 
movements and to eliminate shadows due to glands, 
inflammatory products, and vessels. The presence 
of a foreign body may give rise to very few symp- 
toms, though the prolonged or even short residence 
in a bronchus commonly gives rise to chronic bron- 
chitis and bronchiectasis. The bronchi beyond the 
obstruction are never cleared of secretion, which 
then becomes septic. The author’s long experience 
has convinced him that it is more common for the 
patient to forget the incident which led to the pres- 
ence of the foreign body than to invent a tale. 

The most important point of distinction of foreign 
bodies is whether they are or are not septic in their 
own right. Another interesting distinction is in 
regard to those bodies which stay wherever they 
happen to stop and those which at once start on 
their migrations, the constant and forcible movement 
occurring with every inspiration being responsible 
for the latter. 

The effects of the lodgment of foreign bodies in 
the air-passages vary with the character of the 
offending body and the point of lodgment. A 
large piece of meat or some other similar soft body, 
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if impacted in the trachea, quickly causes death. 
A solid body that completely obstructs a main 
bronchus causes the whole lung to collapse and 
septic disintegration follows. A smooth solid body 
first sets up bronchiectasis in the part from which 
the involved bronchi come but the process may 
gradually extend to the whole base, first of the 
affected lung and then of the other. These cases 
are very liable to pneumonias, hemorrhages, or 
amyloid disease and may at any time terminate in 
cerebral abscess. If the foreign body is putrid 
at the time or is one that can decompose, the lung 
changes are much more acute, a definite abscess 
often forming. This class includes pieces of bone, 
fragments of teeth, and smaller particles easily set 
free in operations around the mouth and nasophar- 
ynx. It is not uncommon for these cases if unre- 
lieved to end in pulmonary tuberculosis. 

Formerly the accepted treatment was a tracheot- 
omy through which various forms of catchers or 
forceps were used. The invention of a straight 
bronchoscope has revolutionized the treatment and 
it is now possible to introduce straight tubes into 
the secondary and even the smaller bronchi. If 
it is found impossible to remove the foreign body 
with the bronchoscope passed through the glottis, 
it is advisable to do a low tracheotomy and intro- 
duce the bronchoscope through the wound. Intra- 
thoracic bronchotomy, though difficult and danger- 
ous, has at times proved successful when simpler 
methods have failed. Occasionally it may be ad- 
visable to open the pleura and feel the lung, if the 
body has passed into its substance. It is a much 
simpler procedure if one of the methods of securing 
ultimate inflation of the lungs is at hand. If the 
body is felt, the lung must be fixed to the chest 
wall, then incised and the foreign body extracted. 

E. K. ARMSTRONG 


Benninghoff, G. E.: Traumatic Rupture of the 
Lung without Penetrating Wounds of the 
Thorax, with Citation of One Case. Jnternat. 
J. Surg., 1914, xxvii, 46. By Surg., Gynec. & Obst. 


The author discusses the well-recognized methods 
of treating such cases and thinks that while one 
case is too limited to accept as anything positive, 
yet when the outcome is so gratifyingly unlike that 
of the regularly accepted plan, credit should be 
given to the different method. The case follows: 

A boy, aged 13, was taken into the Bradford 
Hospital, fifteen minutes after receiving a severe 
injury by the ends of the shaft or thill of a wagon 
striking him over the upper part and front of the 
thorax. He was very pale; pulse small and 72; 
respiration 24 and very shallow; temperature 96.5°. 
Examination of the chest showed a deep depression 
of the chest wall, midway between the nipple and 
shoulder. At each respiration the skin in and about 
the depression rose and fell. Air crepitations were 
present beneath the skin of the face, chest, and side 
of the abdomen. In the few minutes taken to exam- 
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ine him the pulse grew feeble and cyanosis began to 
show about the face, neck, and hands. The diagnosis 
of traumatic rupture of the lung was easily made, 
also that he was fast succumbing to haemorrhage 
within the pleural cavity. 

The patient was operated at once under chloro- 
form anesthesia. A U-shaped incision was made, 
beginning over the second rib, two inches external 
to the right border of the sternum, extending down- 
ward six inches, curving outward and upward, and 
terminating just internal to the head of the humerus. 
The skin flap was dissected up, uncovering the 
pectoral muscles as far as the second rib. When the 
depression was uncovered, blood and air escaped in 
large quantities. Intravenous transfusion of physi- 
ological salt solution was begun simultaneously 
with the operation. The ribs had been simply de- 
pressed and spread apart. The second and third 
cartilages were separated with the knife, turned 
outward over the right shoulder and held there by 
an assistant. An enormous amount of blood-clots 
was removed from the cavity. The lung was with- 
drawn and the laceration was found extending trans- 
versely across the middle lobe. Blood was pouring 
from it in a continuous dark stream. ‘The first 
suture placed at the extreme inner angle of the 
laceration completely controlled the hamorrhage. 
Four other sutures were placed and tied, and after 
deflating the lung by gentle manual pressure, it was 
returned into position. The respirations were now 
40 per minute, but the patient had a good color and 
the pulse was 120; 24 ounces of salt solution had been 
infused. The ribs were replaced, the divided ends 
sutured, and the muscles replaced and sutured to- 
gether. A large flanged rubber tube was inserted 
through the front of the chest wall in the third inter- 
costal space between the sternum and the anterior 
axillary line, and the skin sutured tightly around the 
tube. The entire operative field was covered with 
many layers of gauze, a bandage loosely applied, 
and the patient returned to bed. 

The entire operation was completed in thirty 
minutes. At that time cyanosis had disappeared, 
respiration was full and without effort and about 40 
per minute. The reaction was somewhat severe but 
no dangerous symptoms occurred. The temperature 
twenty-four hours after operation was 103, which 
was the highest point reached during convalescence. 
The dressings were lifted off the tube on the third 
day when serum was seen draining through the tube. 
Percussion and auscultation revealed complete flat- 
ness of the chest; the lung was functionless. The 
tube was removed and the tissues fell together, com- 
pletely closing the opening into the pleural cavity. 
The lung began to inflate about the tenth day when 
percussion indicated beginning absorption of the 
fluids within the pleural cavity. Less than five 
months after the injury, the lung was functionating 
perfectly, except possibly a limited portion in the 
locality of the lacerated lung tissue and the physical 
condition of the patient was perfect. 

Epwarp L. CorNELL. 
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Beckman, E. H.: Decortication of the Lung for 
Old Empyema. Northwest Med., 1914, vi, 68. 
By Surg., Gynec. & Obst. 

The pathology of empyema shows that as soon 
as there is an accumulation of purulent material 
within the pleural cavity, either local or general, 
nature regards it the same as an abscess in any other 
part of the body and attempts to limit absorption 
by walling it off. 

In operating on some of the late cases, this 
limiting membrane has often been found to be from 
one-half to nearly one inch in thickness. As the 
fluid accumulates in the pleural cavity, the unyield- 
ing wall of the thorax prevents expansion in this 
direction, and room is found for the accumulation 
by compression of the lung. If the empyema has 
continued for any considerable length of time, this 
membrane is so resistant that the lung cannot 
re-expand after the fluid has been allowed to escape 
by free incision. 

It is evident, then, that if free drainage is estab- 
lished before these adhesions form or before they 
become firm enough to hold the lung in a state of 
collapse, the lung would quickly obliterate the cavity 
and the patient be restored to health rapidly. 
This corresponds exactly to the results obtained with 
free drainage in the early cases. 

It should be remembered that empyema is not a 
disease of the lung, although pulmonary disease 
and empyema may exist at the same time, and that 
the pulmonary tissue is only slightly or not at all 
involved in the inflammatory process in a very large 
majority of the cases. In the recognition of small 
empyemas the relationship between pneumonia, 
other infections, and this secondary infection 
must be remembered and a_ watch kept if 
the development of the general phenomena of 
infection occurs or persists after the pneumonic 
or other infectious process has apparently subsided. 
Pain continuing after the crisis in pneumonia in a 
certain localized area, although it may not be severe 
and accompanied by a septic temperature, almost 
surely indicates a localized empyema. ‘The localiza- 
tion of the pus can often be determined by the 
pain and localized tenderness on the wall of the 
chest. 

The aspirating needle is often of the utmost service 
in arriving at a correct diagnosis in these cases. 
While warnings are given by many writers of the 
dangers that may occur from introducing a needle 
into the pleural cavity, the auther believes that the 
gain from its use in the matter of arriving at an 
early diagnosis is greater than the danger that may 
result from a late recognition of empyema. 

A radiogram of the chest is of great value in 
arriving at a correct diagnosis in obscure cases, 
although it is often an extremely difficult and some- 
times an impossible task to determine what the 
picture shows. It must be kept in mind that the 
X-ray picture is the reproduction of a shadow and 
that a thickened pleura may cast as dense a shadow 
as an accumulation of fluid. 


HEART AND VASCULAR SYSTEM 


Blechmann, G.: Clinical and Therapeutic Study 
of Pericardial Effusion; Marfan’s Epigastric 
Puncture (Les épanchements du péricarde. Etude 
clinique et thérapeutique. La ponction épigas- 
trique de Marfan). Théses de doct., Par., 1913. 

By Journal de Chirurgie. 

Blechmann’s work is based on about 500 cases, 
most of them his own, in the hospitals of London. 
He shows the frequency with which pericarditis 
with effusion is undiagnosed, for among 4,892 
autopsies, fluid was found in the pericardium 133 
times. Almost half the cases are found in individu- 
als less than 15 years old, and more than half of the 
cases in children are in those less than 5 years of age. 
He reviews the symptoms described by the classics 
and finds that most of them are inexact or incon- 
stant. 

As to treatment he maintains that the usual 
method of puncturing the pericardium results in 
puncturing the pleura or the heart. He believes 
that Marfan’s method is the most rational, the sim- 
plest and safest method of puncture. A small 
trocar or needle for lumbar puncture is passed in 
immediately below the xiphoid cartilage in the 
median line. It is directed obliquely from below 
upward, passing for 2 cm. along the posterior 
surface of the sternum. It is then directed somewhat 
obliquely backward, passing into the gap in the 
sternal insertion of the diaphragm, entering the 
pericardium at its base. With this method he has 
been able easily to puncture the same patient 17 times. 

Pericardotomy is discussed and the author 
decides that Larrey’s method is the best. In this 
method a left subchondrocostal incision gives easy 
access to the pericardium by the epigastric route, 
especially in children. It produces a minimum 
degree of traumatism. It does not involve the 
pleura and it assures perfect drainage at the lowest 
point—the only way that is really rational. 

The operative indications in pericardial effusions 
are given as follows: Serous effusion, acute infec- 
tious, toxic or mechanical, puncture; tubercular, 
puncture or pericardotomy without drainage; 
hemorrhagic, puncture; purulent, pericardotomy 
with drainage. 

The life of the patient depends on early operation. 
It is better to operate too early and too extensively 
than too late or not extensively enough. He gives 
tables of statistics showing the respective value of 
puncture and pericardotomy, and the results of 
treatment of purulent pericarditis and concludes 
with a résumé of 4o cases and a bibliographic index 
of 472 titles. 


Delorme, E.: Symptoms and Diagnosis of Adhe- 
sions between the Heart and Pericardium 
(Des signes et du diagnostic de la symphyse cardo- 
péricardique). Gaz. d. hép., 1914, Ixxxvii, 147. 

By Journal de Chirurgie. 
If adhesions of the heart and pericardium are to 
be treated surgically the surgeon must study its 
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symptoms. This has been one of the most disputed 
fields in medicine but radiography has simplified it 
somewhat. The symptoms are determined by 
inspection, percussion, and auscultation. 

Inspection shows (1) disappearance of the apex 
beat; (2) undulatory movements of the precordial 
wall; (3) retreat of the apex on systole; (4) retrac- 
tion of the lower costal and epigastric regions on 
systole. 

Percussion shows increase of the area of cardiac 
dullness and lack of change in it during respiratory 
movements and change of position of the patient, 
fixation of the apex, and some signs of less impor- 
tance. 

The information furnished by auscultation is not 
of great value, but gallop rhythm, duplication of the 
second sound, paradoxical pulse, and swelling of the 
jugulars on respiration are worth retaining. 

The chief pathognomonic signs of adhesion at 
present are the lack of variation in the cardiac dull- 
ness and the fixation of the apex. Specialists in 
heart diseases say that the diagnosis can be made 
from them alone. The other signs mentioned only 
confirm it. 

Unfortunately the information furnished by 
radiography is not sufficient to distinguish absolute- 
ly between the cases of pure adhesion, in which 
freeing of the adhesions surgically brings relief, 
and the complicated cases. There are some signs, 
however, which may be regarded as indicating 
simple adhesions: among them are (1) shadows of 
the surface of the heart without extension to the 
rest of the boundary between the pericardium and 
pleura; (2) immobility of the boundaries of the 
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ABDOMINAL WALL AND PERITONEUM 
Lediard, H. A.: Cases of Chyliform Effusion. 
Clin. J., 1914, xliii, 135. By Surg., Gynec. & Obst. 

The author reports 4 cases of chyliform effusion: 
the first associated with probable tuberculosis, the 
second with Hodgkin’s disease, the third with 
heart and liver disease, and the last was a case with 
cancer. 

The first case the author thinks most interesting. 
It is that of a boy about 18 years of age, who since 
the age of five and one-half years had suffered with 
several attacks of abdominal pain which were diag- 
nosed as ‘‘tuberculosis in the abdomen.” He was 
emaciated and the abdomen was greatly distended; 
this distention had been present for 6 years. At 
the date of operation the patient had a temperature 
of 101.6° F. and was suffering from diarrhoea and 
pressure symptoms from the abdominal distention. 

When the abdomen was opened for drainage, 6 
pints of a milky fluid escaped, and a drainage tube 
was introduced. The fluid was alkaline in reaction 
and contained 0.6 albumin and o.2 fat. 

Death resulted from collapse 21 days after opera- 
tion. At autopsy the peritoneum was found to be 


heart; (3) disappearance of the diaphragmatic sinus; 
(4) immobility of the apex; (5) constancy in the 
form of the radioscopic picture of the heart during 
respiratory movements; (6) absence of positive and 
almost pathognomonic signs of complicated sym- 
physis, such as the disappearance of the clear 
retrosternal and retrocardiac clear spaces which 
indicates mediastinitis; (7) a combination of the 
signs of simple adhesion. 

Delorme emphasizes the importance of absence 
of the signs of complicated adhesions. J. Dumont. 


PHARYNX AND (ESOPHAGUS 


Kyle, D. B.: Removal from the (Esophagus, by 
Means of an (sophagoscope, of a Plate of 
False Teeth Embedded for Eighteen Years. 
Laryngoscope, 1914, XXxiv, 185. 

By Surg., Gynec. & Obst. 

The removal of a foreign body embedded for 
eighteen years is entirely different from the removal 
of a body recently embedded because of the or- 
ganization of fibrous tissue together with curvature 
of the spine, which render the foreign body exceed- 
ingly difficult to locate. In the case reported, there 
had been dysphagia and progressive loss of weight 
over a considerable period. An X-ray showed the 
plate to be behind the cricoid cartilage. After three 
unsuccessful attempts it was finally removed with 

a long biting forceps through a Kahler cesophago- 

scope. Very little hemorrhage or soreness followed 

the operation but there was still considerable diffi- 
culty in swallowing due to loss of tone of the aso 
phageal muscles. I. K. ARMSTRONG. 


THE ABDOMEN 


studded with miliary tubercles. The mesenteric 
glands were all very much enlarged, and in the region 
of the pancreas in the midline there was a mass of 
glands and fibrous tissue one and one-half inches 
long. The receptaculum chyli was obliterated by 
this mass. The thoracic duct seemed normal. 
The lacteals in the mesentery were much dilated, 
but no rupture was found. Microscopic examina 
tion of the glands revealed tuberculosis with a 
marked thickening of the lymphatic channels. 
Death was due to tuberculous meningitis. 

The second case was that of a girl about 18 years 
old who presented, in general, a picture similar to 
the first. In this case the thoracic duct was com- 
pressed by a group of glands in the left side of the 
neck. 

In the third case chyliform ascitic fluid was found 
in a patient of 38 years with ‘mitral disease.”” No 
autopsy was obtained. 

The fourth case was that of a woman from whom 
malignant ovarian cysts had been removed. The 
author believes that fatty degeneration of the 
cancer-cells caused the milky appearance of the 
fluid. EUGENE Cary. 
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GASTRO-INTESTINAL TRACT 


Deaver, J. B.: Gastric Hemorrhage. Surg., Gyvcc. 
& Obst., 1914, xviii, 294. By Surg., Gynec. & Obst. 
Cases of gastric haemorrhage fall into two groups, 
the surgical and the non-surgical, or medical. It 
is as great a mistake to operate on non-surgical 
cases as it is to withhold operation in surgical 
bleeding. Successful treatment demands a high 
degree of diagnostic skill in deciding for or against 
operation. 

Blood which is vomited does not always mean 
gastric hemorrhage. There is hemorrhage from the 
pharynx or respiratory tract, the blood being swal- 
lowed and then vomited; and hematemesis in 
hemorrhagic inflammation of the biliary tract, the 
blood reaching the duodenum through the common 
duct and then regurgitated into the stomach. 

Profuse and even fatal hematemesis without 
demonstrable ulceration of the stomach has been 
observed both at autopsy and at operation. The 
author has observed a case by gastrotomy in which 
the whole mucosa was intensely red and thick, and 
bled at the slightest touch. Such a condition may 
be considered as a hemorrhagic gastritis and is 
probably the result of an intense acute infection of 
the mucosa, though it may be due solely to an 
unknown toxic cause. 

Hemorrhage, more or less acute, may result from 
the typical acute peptic ulcer. Such hemorrhage 
is rarely fatal, the vessels opened, being small and 
their walls still being soft and normal, permit the 
formation of an occluding clot as blood-pressure 
is reduced by hemorrhage. 

In chronic ulcer the vessels eroded may be larger; 
as a result of a sclerosing inflammatory process, 
the vessel wall is rigid and incapable of contraction. 

When hemorrhage is the result of neoplasm it is 
rarely remediable by surgery. Operation may be 
indicated in gastric carcinoma when hemorrhage 
chances to be an early symptom, or it may be indi- 
cated in advanced cancer when hemorrhage is so 
profuse and persistent as to shorten even the period 
of prognosis given to cancer. The measures to be 
adopted are excision, gastro-enterostomy, or 
jejunostomy, in accordance with the pathology 
found at operation. In the author’s opinion, cases 
of this sort will be excessively rare, as he is greatly 
opposed to operations being done on cases which 
are inoperable from the standpoint of cure. 

Four essential questions remain to be settled: 
(1) The recognition of suitable cases; (2) the time 
of operation; (3) the type of operation to be per- 
formed; (4) the proof of the decision by mortality 
statistics. 


Nicolaysen, J.: The Value of Gluzinski’s Test in 
the Diagnosis of Gastric Ulcer. 7r. Am. Surg. 
Ass., N. Y., 1914, April. By Surg., Gynec. & Obst. 

Kocher, in 1912, recommended Gluzinski’s test 
as a means of making the differential diagnosis 
between ulcer and cancer of the stomach. Ulcer 


is, as a rule, accompanied by hyperacidity, while 
cancer is attended by an atrophic catarrh which 
causes the disappearance of the free hydrochloric 
acid. When cancer develops with an ulcer as a 
basis there may be demonstrated in an early stage 
of the disease an insufficiency of function of the 
stomach to produce hydrochloric acid. This is 
shown by giving two test-meals, one following 
immediately upon the other. While the amount of 
free HCl will increase from the first light meal to 
the second heavier (beef) one in cases of ulcer, it 
will decrease in cases of cancer of the stomach. 

The author and his assistant, Grondahl, have 
examined 86 cases of ulcer of the stomach and 
duodenum, cancer of the stomach, gastro-enteropto- 
sis, appendicular dyspepsia, and gall-stones. Of 
the cases of cancer only two had free HCl in the 
gastric contents. These gave Gluzinski’s reaction 
to wit: the amount of free HCl decreased in the 
second meal; but the same insufficiency of function 
was also found in cases of gastro-enteroptosis. 
In all cases of ulcer except one there was found a 
pronounced increase in the amount of free HCI in 
the second meal. This phenomenon may be used 
as a differential symptom in the diagnosis between 
ulcer and other diseases of the gastro-intestinal 
canal, which cause dyspepsia. 

In two cases referred from the medical ward with 
the diagnosis of callous ulcer there was no increase 
in the amount of free HCl and no ulcer was found 
by the operation—only adhesions which had given 
rise to the dyspeptic symptoms. Gluzinski’s re- 
action is reliable; nevertheless, its result is to be con- 
sidered only as a symptom which must be judged 
in conjunction with the other symptoms and the 
history of the case. 


Graham, C.: Observations on Peptic Ulcers. 
Boston M. & S.J. 1914, clxx, 221. 
By Surg., Gynec., & Obst. 

The author presents notes on all cases of duodenal 
and gastric ulcers operated upon at the Mayo 
clinic during the years 1906 to 1g91t. It is often 
difficult to differentiate ulcers of the stomach or 
duodenum from lesions involving other organs, but 
the clinical history is by far the most valuable factor 
in arriving at a correct diagnosis. The physical 
examination, laboratory findings, and X-ray com- 
bined are not so valuable as the clinical history. 

The periodicity of the attacks is typical in peptic 
ulcers. The patient usually has several attacks of 
gastric distress lasting for days or weeks and then 
disappearing, the interval being marked by appar- 
ently good health. Each attack is characterized by 
gastric distress, vomiting, etc., which appear daily 
during the attack with a certain regularity. Many 
times the patient has suffered for years until finally 
he is forced to seek relief. 

During the attack, pain is the most common 
symptom. It comes on regularly one-half to four 
hours after eating, is relieved by eating, vomiting, 
alkalies, or lavage. The location of the pain and its 
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radiation is of very much less import than is the 
time of its appearance and the means which relieve 
it. The time of the appearance of the pain depends 
largely on the location of the ulcer. 

Vomiting is more common in ulcers of the stomach 
than in ulcers of the duodenum or pylorus, unless 
some complication—e. g., obstruction—is present. 

There are four groups of cases where it is especially 
difficult to diagnose the presence of an ulcer: (1) 
Patients sometimes give a typical history of gall- 
stones and no history of ulcer can be obtained. 
(2) Patients may give no history of previous gastric 
distress and the first manifest symptoms are those 
of chronic ulcer with complications — hemorrhage, 
perforation, etc. (3) Patients may have very acute 
symptoms which are exceedingly distressing and 
which so overshadow any previous distress that the 
old trouble is forgotten. (4) Patients whose general 
condition would point toward malignancy. 

J. H. SKILEs. 


Scudder, C. L.: Stenosis of the Pylorus in Infancy. 
Ann. Surg., Phila., 1914, lix, 239. 
By Surg., Gynec. & Obst. 

The author treats the subject in four ways: (1) 
A systematic statement of the facts concerned; (2) 
reasons for surgical treatment; (3) a consideration 
of two problems encountered; and (4) a review of 
cases. 

1. (a) Pathology. A smooth, firm, non-ad- 
herent pyloric tumor is always present, narrowing 
the lumen of the pylorus. It is an overgrowth of 
muscle tissue and not dependent on muscular 
spasm. 

(b) Etiology. It is congenital because (1) it is 
often found at the third foetal month; (2) symptoms 
appear soon after birth; (3) it is frequently accom- 
panied by club-foot and imperforate anus; and 
(4) it often contains Brunner’s glands. 

(c) Symptoms. Loss of appetite, 


persistent, 
projectile vomiting, small bowel passages, progres- 
sive loss of weight, visible peristalsis from left to 
right across the upper abdomen, and palpable tumor 
in 60 to 80 per cent of cases. 


(d) Diagnosis. The X-ray is the chief aid in 
differentiating this condition from serious cases of 
pyloric spasm, otherwise the diagnosis should be 
comparatively easy. 

(e) Prognosis. The mortality is high and the 
length of time a baby will live depends on the degree 
of stenosis. 

2. Medical treatment can cure spasm of the 
pylorus, but utterly fails in true obstruction, giving 
an estimated mortality of 80 to go per cent. 

The first seven years of surgical interference was 
necessarily unsettled and gave a mortality of 46.5 
per cent. In the last seven years posterior gastro- 
enterostomy has been accepted as the operation 
of choice and to-day the mortality is about 13.8 
per cent, depending a great deal on the baby’s 
condition at the time of operation. 

3. The two problems are (1) the effect of gastro- 
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enterostomy upon the metabolism of the body, and 
(2) the ultimate end of the muscular tumor. 

The author together with Talbot of Boston has 
found that gastro-enterostomy has absolutely no 
deleterious effects on bodily metabolism and normal 
development. He also concludes, from different 
sources, that the tumor probably persists and does 
not disappear. 

4. In conclusion, a report is given of seventeen 
cases operated on by the author, which bears out in 
detail his theories and statements. 

Puitiirs M. CHase. 


Lerche, W.: Spastic Tumor of the Pyloric Canal, 
and Other Spastic Conditions of the Stomach; 
Their Surgical Treatment. Surg., Gynec. & 
Obst., 1914, Xvili, 358. By Surg., Gynec. & Obst. 

The author first gives a brief review of the anat- 
omy of the stomach, which shows how the various 
anatomists differ in their description and nomen- 
clature. Particular attention is called to the pyloric 
canal. A brief historical review is given of the 
movements of the stomach, with a report of six cases 
representing various forms of spastic contraction 
of that organ. Three of the cases are of the so-called 
idiopathic variety, i. e. no cause in or about the 
stomach could be found to account for the condition. 

In the first case the patient had had pain in the 
epigastrium and had felt a lump above the umbilicus 
for three months. The hard tumor was always 
found present and of the same size on each of a 
number of examinations. At operation the tumor 
was found to involve the pyloric canal. The pyloric 
end of the stomach was resected and on examination 
of the specimen no pathologic changes were found. 
The author considers this case analogous to the 
so-called “‘congenital stenosis of the pylorus” in 
the new-born. 

In the second case the patient had been troubled 
with much vomiting and distention of the stomach 
in childhood. Later, there was sour stomach, 
nausea, vomiting, and epigastric pain, upon which 
prolonged rest in bed, diet, etc., had no influence. 
At operation a spastic pylorus with a hyertrophied 
sphincter was found. Posterior gastro-enterostomy 
with occlusion of the pylorus was done after Wilms. 

The third was a case of chronic cardiospasm of 
many years’ standing, complicated by acute pyloro- 
spasm, with enormous distention of the stomach. 
A posterior gastro-enterostomy was performed and 
the cardiac end of the cesophagus stretched. 

Case four was a spastic hour-glass stomach caused 
by pressure from a dermoid cyst situated under the 
umbilicus. 

The fifth case was a combined cicatricial and 
spastic hour-glass stomach caused by ulcer. 

The patient in the sixth case had numerous 
attacks of pylorospasm with enormous distention 
of the stomach after swallowing a large number of 
pebbles. 

The author reaches the following conclusions: 

1. A universal description and nomenclature of 
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the stomach acceptable to the anatomists, physiolo- 
gists, clinicians, and X-ray workers would be 
desirable. 

2. The pyloric canal has an important physiologi- 
cal function, and its pathology is of interest. 

3. There seems to be a resemblance functionally 
between the pyloric canal and the lower end of the 
cesophagus — the epicardia. 

4. Spastic contraction at different parts of the 
stomach may take place even where there is no 
augmentation of muscle fibers to form a sphincter. 
The contracted part may form a tumor of cartilagi- 
nous hardness. 

5. Idiopathic spastic contractions may occur 
in the different parts of the stomach. 

6. The nervous apparatus of the stomach is a 
very important factor in the pathology of that organ. 


Cope. V. Z.: The Early Diagnosis and Treatment 
of Ruptured Intestine. Proc. Roy. Soc. Med.. 
1914, vii, Surg. Sect., 86. By Surg., Gynec. & Obst. 

Traumatic rupture of the intestine without any 
wound of the abdominal wall is often very difficult 
of diagnosis, and yet for a successful outcome an 
early diagnosis is imperative. 

The symptoms in the order of their importance 
are as follows: Pain is constant except in very few 
of the cases and in these there is usually some other 
sign which points toward the correct diagnosis. 
Pain is demonstrated in four ways: (1) The expres- 
sion of the countenance may be anxious; (2) pain is 
complained of at the site of the lesion and gradually 
extends; (3) pain may be evoked by deep pressure 
over the site of the lesion; and (4) in many cases the 
pelvic peritoneum is felt, by rectal examination, to be 
painful on pressure. 

Vomiting is a frequent and important symptom 
and if conjoined with pain is quite suggestive enough 
to justify operation. The vomiting of bilious matter 
is said to be especially significant. 

Distention is a late symptom of peritonitis and 
should not be waited for. Diminution in the liver 
dullness is a symptom which should never be waited 
for. Restlessness is often found with intestinal 
rupture but it also occurs with many other intra- 
abdominal conditions. Superficial respiration is the 
natural consequence of commencing peritonitis, 
because of the pain which ensues if a deep breath is 
taken. The signs of free fluid are not usually present 
in the early period. Rigidity is an early and very 
valuable symptom. 

Provided there are no chest complications and 
that renal trauma is excluded, the author advocates 
opening the abdomen on the suspicion of ruptured 
intestine in the following conditions: 

1. When severe abdominal pain persists for more 
than six hours after an injury, if the pain be accom- 
panied by either (a2) vomiting. especiallly bilious 
vomiting; or (6) a pulse gradually rising from the 
normal; or (c) persistent local rigidity tending to 
extend; or (d) deep local tenderness with shallow 
respiration. 


2. When abdominal pain is absent or very slight, 
but the pulse rises steadily hour by hour and the 
patient is very listless or restless. 

Of course the advent of anv of the typical signs of 
extensive peritonitis or hemorrhage would make 
immediate operation imperative. 

In the treatment of rupture of the intestine the 
greatest amount of discussion centers about two 
questions: (1) What measures should be taken 
toward cleansing the peritoneum? and (2) Should 
drainage be used? 

From a review of a considerable series of cases the 
author comes to the following conclusions: (1) 
That irrigation with saline solution is inadvisable 
in cases that are operated on early, and that with 
late cases it does not seem to affect the patient 
whether irrigation is used or not; (2) that drainage 
is probably the safest plan. J. H. Sites. 


Case, J. T.: X-Ray Observations on Colonic Peri- 
stalsis and Antiperistalsis, with Special Refer- 
ence to the Ileocolic Valve. Med. Rec., 1914, 
Ixxxv, 415. By Surg., Gynec. & Obst. 

Owing to the abundant material afforded him as 
réntgenologist to the Battle Creek Sanitarium, and 
to St. Luke’s Hospital, Case has examined. in the 
last thirteen months, 1,500 individuals by means 
of the X-ray following a bismuth meal. By means 
of memoranda dictated at the moment, by rént- 
genograms or by tracings he has recorded the 
findings in over 60 cases in which visible peristaltic 
waves have actually been seen during the fluoro- 
scopic screen examination. 

In 37 cases, antiperistalsis was observed. The 
antiperistaltic waves, in most cases, originate in the 
transverse colon near the hepatic flexure, proceeding 
toward the cecum, usually disappearing at a point 
corresponding approximately with the ileocolic 
junction. Antiperistalsis has also been seen, how- 
ever, in the descending colon, especially in cases 
of chronic or acute bowel obstruction. 

Case’s observations convince him of the existence 
of a tonic contraction ring in the right half of the 
transverse colon. The exact location of this tonic 
ring varies with the tonicity of the proximal colon, 
but usually exists at a point near the middle of the 
right half of the transverse colon. 

The writer again calls attention to a phenomenon 
previously described by him as a sign of serious 
bowel obstruction; viz., exaggerated antiperistalsis. 
In every case of carcinoma of the colon he has 
studied, the presence of exaggerated antiperistalsis 
has been evident. It has occurred in all parts of the 
colon. It has also been recognized in spastic con- 
stipation and in benign obstructions of the bowel. 

In every case following ileosigmoidostomy studied 
by the writer, retrograde peristalsis was observed 
in the Jeft half of the colon. 

Mass peristaltic waves, first described by Holz- 
knecht, who reported two cases, are further studied 
by Case, and during the last sixteen months he has 
seen mass peristaltic movements in 37 different 
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individuals. The bowel contents suddenly lose 
their haustral markings and are formed into an 
ovoid, sausage-shaped mass with perfectly smooth 
edges, rounded at the ends. This mass travels at 
about twice the rate of peristaltic waves in the 
stomach, the distance traveled varying from three 
to four inches to several feet. After coming to 
rest, the mass regains its haustral markings, the 
time required for the reappearance depending upon 
the consistency of the bowel contents — quickly 
if the content be semi-fluid, more slowly if the bowel 
content is of firmer consistency. 

Massage and mechanical vibration were carefully 
studied ina number of cases. The immediate effects 
observed have been a deepening of the haustral 
contractions and sometimes the appearance of 
antiperistaltic waves. The conclusion was reached 
that the well-recognized favorable influence of 
massage and mechanical vibration on bowel motility 
must be produced indirectly through increasing the 
tone of the bowel muscle rather than through any 
actual mechanical pressure of the bowel contents 
onward. To produce any true electrical stimulation, 
a bipolar electrode must be employed. 

Case gives special attention to the study of the 
function of the ileocolic valve, believing that our 
present knowledge of the antiperistaltic function 
of the colon demands all the more a recognition of 
the normal competency of the ileocolic valve. In 
the 1,500 cases above referred to, incompetency of 
the ileocolic valve was found in nearly 250 instances, 
or one in six. Such a large proportion of incompe- 
tent ileocolic valve cases is explained by the fact 
that the 1,500 cases were gastro-intestinal cases 
submitted for bismuth meal study and hence the 
presence of ileocolic valve incompetency might be 
expected in a relatively large proportion of cases. 

Case emphasizes the fact that the old idea that 
insufficiency of the ileocolic valve produced diar- 
rhoea is erroneous and that, on the contrary, in 
most cases the opposite condition is present; viz., 
constipation. Present knowledge of the anti- 
peristaltic phenomena in the colon makes it easy to 
understand why ileal stasis and constipation are 
found rather than hypermotility when reflux from 
the colon into the ileum is no longer prevented by a 
competent ileocolic valve. 

While it is generally recognized that rectal ali- 
mentation is, on the whole, unsatisfactory, there are 
enough cases of successful rectal alimentation to 
warrant the continuance of the practice. Case 
believes that these instances of rectal alimentation 
are cases of ileocolic valve incompetency. 


LIVER, PANCREAS, AND SPLEEN 


Mann, A. T.: A Rubber Tube in the Reconstruction 


of an Obliterated Bile Duct. Surg., Gynec. & 
Obst., 1914, Xvili, 326. By Surg., Gynec. & Obst. 

A rubber tube was used in a young woman of 28 
years, in whom the common bile duct had become 
obliterated as the result of cicatricial contraction 
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following infection and sloughing due to gall-stones 
removed together with the gall-bladder at a previous 
operation two years before. 

About four months after leaving the hospital a 
slight jaundice began, which gradually deepened 
and changed in type until the patient had the 
bronzed color of a Mongolian. At the second 
operation, all landmarks in the region were found 
obliterated by rather dense adhesions. Nothing 
was left of the common duct except a little thickened 
connective tissue. 

One end of a 7¢-inch rubber tube, 134 inches long, 
was inserted into the convex surface of the mobilized 
duodenum which was then inverted by three circular 
linen sutures, as in the Kader-Senn operation for 
gastrostomy, to form a papilla which might later 
act as a valve and close under the intraduodenal 
pressure during peristalsis, and to prevent regurgita- 
tion into the bile-ducts and the consequent infection 
of the ducts. The other end was inserted through an 
incision into the stump of the common hepatic 
duct. The duodenum and the hepatic stump to- 
gether with the surrounding connective tissue were 
approximated with two mattress stitches, one on 
either side. A drain of rubber tissue was inserted 
down to the region but not into actual contact. 

Five months after operation the patient had 
gained 33 pounds; had lost her deep jaundice and 
the whites of her eyes were clear; X-ray showed 
that the tube had been passed. 


Hutchison, R. and Bland-Sutton, J.: Discussion 
on Enlargement of the Spleen in Children. 
Proc. Roy. Soc. Med., 1914, vii, Sect. Dis. Children, 
4I. By Surg., Gynec. & Obst. 


HurcuHIson opens the discussion by suggesting 
the following grouping of this condition: 
t. Tumors. 
2. Infections: 
malaria, 
arthritis. 
3. Chronic venous congestion. 
4. Metabolic disorders. 
5. Blood diseases: leukamias, chloroma, con- 
genital anemia with splenomegaly and jaundice. 
6. Splenic anemia of adult type. 
7. Syphilitic: in infancy; in childhood. 
8. Splenomegaly with acholuric jaundice. 
Splenomegaly with cirrhosis of liver. 
a. Portal cirrhosis. 
b. Biliary cirrhosis. 
c. Syphilitic cirrhosis. 
d. Banti’s disease. 
e Congenital obliteration of the bile-ducts. 
It will be noticed the classification is mainly a 
clinical one, without any pretense of being strictly 
logical and that there is some overlapping between 
the different groups. 
Hutchison does not believe that syphilis plays a 
very important part in the etiology of this condition. 
He also believes that splenectomy is curative in 


typhoid, ulcerative endocarditis, 
tuberculosis, lymphadenoma, chronic 
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cases of splenic anemia of the adult type and in 
acholuric jaundice, though the comparatively 
benign course of the latter renders it questionable 
whether operation is justified unless under excep- 
tional circumstances. 

BLAND-SUTTON discusses the present knowledge 
regarding the function and pathology of the spleen. 
He states that little is definitely known of the 
physiology and pathology, but still a working 
hypothesis is now available for the surgeon. The 
enlarged spleen associated with numerical reduction 
of the red corpuscles in splenic anemia in children 
is due to functional overactivity of the spleen. The 
enlargement is due to the accumulation of the 
products of hemolysis which produces an acholuric 
jaundice. Giant spleens and wandering spleens in 
adolescents are the result of changes which begin 
during infancy and slowly progress with the growth 
and development of the patient. The author cites 
a case in which splenectomy cured the condition. 

While his facts are few, Bland-Sutton believes 
that the spleen may be removed from children 
without interfering with their growth or develop- 
ment. He cites a patient operated at 5 years of 
age, who developed normally and is now in the best 
of health, 18 years later. The technique of the 
operation is briefly described. 

The most extraordinary feature connected with 
splenectomy is the rapidity with which the normal 
numerical proportion of the red corpuscles is re- 


established—sometimes in a few weeks. The re- 
moval of a leukemic spleen always ends in disaster. 

SUTHERLAND states that surgical procedures in 
splenic anemia of infancy have gone ahead of 
pathological knowledge, for the exact nature of the 
disease is not yet known. Splenectomy clearly 
means the relief of all symptoms and cure of the 
patient. 

There seems to be some familial tendency in 
splenic anemia. The symptoms are sufficiently 
definite to establish a diagnosis after the first stage 
has passed. While opinions differ as to the nature of 
the disease and the disturbance produced, Suther- 
land believes it is due to an excessive destruction 
of the blood-cells in the spleen. The blood-vessels 
in such a spleen are markedly dilated, and the organ 
may be said to be inebriated with the exuberance 
of its own blood supply and causes a destruction of 
the blood corpuscles. It is assumed that there is 
not necessarily any disease in the spleen, but only a 
disturbance in certain of its functions from hyper- 
emia. This accounts for the varying conditions 
present in family cases. The congenital defect 
may be referred to the vascular supply of the spleen, 
and, according to the degree of that defect, some 
cases have no symptoms, others are mildly affected, 
while still others show progressive symptoms 
leading to death from excessive blood destruction. 
The author then briefly cites two cases cured by 
splenectomy. Epwarp L. CorNeELt. 


SURGERY OF THE EXTREMITIES 


DISEASES OF BONES, JOINTS, MUSCLES, ETC. 
GENERAL CONDITIONS COMMONLY 
FOUND IN THE EXTREMITIES 


Cohn, I. and Mann, G.: Osteogenetic Function of 
Periosteum and Bone Transplants. Southern 
M.J., 1914, vii, 214. By Surg., Gynec. & Obst. 

After briefly reviewing the theories which have 
been held regarding the regeneration of bone, 
the authors summarize the information which has 
been obtained from their experimental work. 

Free bone transplants minus periosteum placed in 
muscle, omentum, spleen, thyroid gland and the 
anterior chamber of the eye have shown active 
evidence of proliferation of new bone. The trans- 
plant into the anterior chamber of the eye was done 
more than nine months ago. In no instance has 
the transplant been absorbed. 

Periosteum has been transplanted as a band 
around the carotid artery, into muscle, and into the 
anterior chamber of the eye, and in no instance did 
it show an osteogenetic function. Before sacrificing 
the animal in which the periosteum had been used as 
a band around theartery, the vessel was exposed and 
pulsation observed on both sides of the transplant. 
Palpation revealed no evidence of obstruction of the 
lumen of the vessel. 


That periosteum is not essential for the repair of 
defects in bone seems clearly proven by an experi- 
ment in which both tibia of an animal were frac- 
tured. On one side the periosteum was stripped from 
the bone in the neighborhood of the fracture, on 
the other side the periosteum was left intact. 
Union resulted on both sides. Further experi- 
ments along this line are being conducted by the 
author. 

At present the authors believe in the osteogenetic 
function of the free bone transplant; that peri- 
osteum has no osteogenetic function, but that it is 
a connective-tissue tube in which centers of ossifica- 
tion are laid down. Periosteum is a limiting mem- 
brane and a source of blood supply for bone. 


Désé, F.: Experimental Echinococcus of Bone 
(Echinococcose osseuse expérimentale). Compt. 
rend. Soc. de biol., Par., 1914, Ixxvi, 378. 

By Journal de Chirurgie. 

In a previous note Désé has published a case of 
experimental echinococcus of bone; a double hydatid 
cyst of the superior and inferior maxilla, resulting 
from an injection of echinococcus into the peripheral 
end of the common carotid. By a new experiment 

of the same kind he obtained in another rabbit a 
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double hydatid cyst of the scapula. One of the 
cysts was developed in the periosteum, the other 
in bone tissue, being moulded to the form of the 
intercommunicating alveolar cavities. The peri- 


osteal localization is new, and hitherto unknown to 
pathologists, Désé says. 


PieERRE CRUET. 


Fassett: Cardinal Principles in the Management 
of Bone Tuberculosis. Northwest Med., 1914, vi, 
De. By Surg., Gynec. & Obst. 

Relative to the management of bone tuberculosis, 
Fassett says that early and accurate diagnosis is 
necessary for its successful treatment. The most 
important sign of bone tuberculosis is ‘involuntary 
muscle spasm, which limits the motion of the joint.” 

Fassett emphasizes the fact that repeatedly the 
condition is termed “rheumatism” because of the 
mother’s statement that the child is “run down and 
acts stiff or limps,” the family doctor apparently 
thinking it of little significance. 

He states that bone tuberculosis without mixed 
infection shows but slight increase, if any, over the 
normal temperature of children. Conditions mis- 
taken for tuberculosis have been osteomyelitis, 
chronic infectious arthritis, arthritis deformans, and 
developmental abnormalities. 

Fassett divides the treatment into six divisions: 
(1) rest; (2) the prevention of deformity; (3) fresh 
air; (4) good food; (5) the prevention of mixed 
infection; and (6) operation when necessary. 

Casts, braces, or recumbency with tractors are 
restful and contribute to a general physical gain, 
with a reduction of toxins introduced into the circu- 
lation. 

Rest and suitable fixation at the right time will 
prevent deformity. 

The bad results of bone tuberculosis are far less 
than those following mixed infection. 

The author advocates the use of the trocar with 
aseptic care, thus preventing mixed infection. 
Repeated evacuations are necessary. No tuber- 
culous joint should be incised unless there is an 
absolute indication for such treatment. The best 
results have been by the fixation and hygienic 
treatment. The operations of Lange. Albee, and 
Hibbs have gained favor also. 

Fassett deplores the so-called ‘scraping of the 
bone” which has no place in the treatment of 
tuberculosis. Joun H. SHaw. 


Kidner, F. C.: Diagnosis and Treatment of Chronic 
Non-Tubercular Joint Diseases—Rheumatism. 

J. Mich. St. M. Soc., 1914, xiii, 160. 
By Surg., Gynec. & Obst. 

The author gives a brief résumé of the symptoms 
and treatment of (1) infectious, (2) atrophic and 
(3) hypertrophic arthritis. 

The infectious type includes all those which 
originate from infection of the joint structures 
through the blood stream with bacteria or their 
products. The joints are swollen, tender, painful, 
and stiff; the periarticular structures are principally 
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involved; the joints may contain fluid; the X-ray 
does not reveal any bone changes but may show 
thickening or atrophy in the periarticular structures. 

The treatment of the infectious type includes 
putting the joint at rest, drawing off the fluid if any 
exists, preventing deformities by means of splints 
and removing the cause or focus which causes the 
infection; this may be located in the tonsils, acces- 
sory sinuses, skin, pelvis, gall-bladder, large or 
small intestine, lungs, prostate, or epididymis. 
Autogenous vaccines, serums, and phylacogens if 
applied carefully, may be used with benefit; salicy- 
lates are of value in relieving pain and protecting the 
heart from invasion. Careful massage with active 
and passive motion should be started when the 
acute symptoms have subsided. In the more 
chronic joints forcible manipulation may be neces- 
sary or function may be restored by arthroplasty. 

Atrophic arthritis begins insidiously, usually in 
the small joints, gradually extending, in a more or 
less orderly manner, after months or years, to the 
larger joints. 

The affected joints present a fusiform swelling, 
only slightly tender and not often painful until far 
advanced. Normal motion is limited but motion 
in abnormal directions is present. Crepitation 
within the joint is easily elicited; the X-ray shows 
bone destruction and erosion of the cartilages. 
Late in the disease new bone formation begins 
about the joint which presents the appearance of 
the hypertrophic type. 

Use of the joint in the atrophic type should be 
encouraged, for if kept in motion the joint will often 
adapt itself to a position which in fair motion is 
possible. 

Hypertrophic arthritis comes on gradually without 
constitutional symptoms. It may occur in any 
joint but the distal phalangeal joints are usually 
involved which gives a clue to the diagnosis. The 
periarticular structures are not involved but there 
are bony prominences which form about the joint 
and are easily detected by aid of the X-ray. Mo- 
tion of the joint is painful and limited. 

The treatment consists of putting the joint at 
rest and preventing an increase in the bony out- 
growths. An infectious or toxic origin if discovered 
should be removed. Rosert B. Coriecp. 
Geist, E. S.: Chronic Multiple Arthritis. J. 

Lancet, 1914, xxxiv, 128. By Surg., Gynec. & Obst. 

The author advises a most careful search for a 
focus of infection in the cases of multiple arthritis 
and believes that a great many cases of so-called 
“chronic arthritis” are nothing but the joint mani- 
festation of a chronic indolent infection or the results 
of absorption of toxic matters from other portions 
of the body. Several most interesting and instruc- 
tive cases are cited where foci of infection were found 
and removed with subsequent improvement, and 
in some cases where joint destruction had not ad- 
vanced too far, there was an entire clearing up of 
joint symptoms. ArtHUR J. Davipson. 
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Tompkins, J. M.: The Treatment of Rheumatic 
Infections. Virg. M.Semi-Month., 1914, xviii, 501. 
By Surg., Gynec. & Obst. 
The author emphasizes the importance of 
thorough examination and the removal of sources 
of infection in all rheumatic conditions where the 
relationship is apparent. In chronic cases of low 
opsonin index there should be suspension of dead 
micrococci isolated from the foci, or, if these are not 
to be had, stock bacterins are used. Hygiene, tonics, 
changes of climate, iron and arsenic, thyroid and 
thymus therapy, salicylates, and hexamethylen- 
diamine are useful aids. Elimination by baths, 
diuretics, salicylates, and large amounts of H.O 
are recommended. Symptomatic treatment for 
pain, rest and orthopedic treatment of the usual 
kind, and prophylaxis are briefly mentioned. 
Henry W. MEYERDING. 


Nelson, J. G.: Acute Rheumatic Arthritis and 
Allied Infectious Conditions. Virg. M. Semi- 
Month., 1914, xviii, 497. By Surg., Gynec. & Obst. 

The author classifies the above into the three 
following groups: 

1. Acute rheumatic arthritis, occurring alone, or 
complicated, or followed by inflammations of 
serous or mucous membranes, tendon-sheaths, 
aponeuroses, chorea, etc. 

2. Acute rheumatic inflammations of the tonsils, 
serous and mucous membranes, chorea, etc., without 
arthritis. 

3. Acute arthritis with a definite infected area 
in some other portion of the body, such as tonsils, 
gall-bladder, bowels, prostate, etc. 

After citing a number of interesting cases, al- 
though claiming no originality for his deductions, 
the author concludes that there is an arthritis due 
to a definite coccus or strain of cocci which have an 
affinity for serous membranes, aponeuroses, tendon- 
sheaths, etc., and whose source is probably the naso- 
pharynx. The activity of these agents is self- 
limited in any one site. The infected focus of 
acute and chronic arthritis is usually distant from 
the joint involved. Henry W. MEVERDING. 


Cheatle, G. L.: Sprains and Strains of the Knee- 
Joint. Practitioner, Lond., 1914, xcii, 351. 
By Surg., Gynec. & Obst. 

The author describes sprains and strains of the 
knee-joint, giving special attention to the history, 
method of examination, various classes of patients, 
with the pathological anatomy of each case, and 
suggesting methods of treatment. 

Sprains and strains of the knee-joint are most 
commonly caused by overtwisting the articulation 
with the foot firmly implanted upon the ground, 
fixed or held by other means. 

The history of the trouble is that while running, 
after a fall or accident, the patient suddenly has a 
severe pain in the knee and the knee-joint locks; 
or there may be no history of locking. The knee is 
easily straightened by bystanders, although the 


patient is unable to do so himself. It may be the 
first or a common occurrence, and special inquiry 
should be made as to the frequency. 

Comparison should be made of knees and move- 
ments of the joint, atrophy of the muscles, local 
temperature, swelling, which may be due to oedema 
of soft parts, thickening of synovial membrane or 
fluid in the knee-joint. 

Lateral mobility indicates general stretching or 
rupture of the ligaments. 

When the anterior ligament is ruptured, stretched, 
or the insertion torn off, the tibia can be brought 
forward without articulating with the femur. 
When the posterior ligament is ruptured, stretched, 
or the insertion torn off, the tibia can be pushed back 
without articulating with the femur. When both 
crucial ligaments are involved the tibia can be rotated 
internally on the femur. 

External rotation of the tibia indicates rupture 
or stretching of the two lateral ligaments. The 
quadriceps extensor tendon or ligamentum patelle 
may be ruptured and the patient be unable to extend 
the leg. 

Every case should have an X-ray photograph 
taken to show any injury to the bone. 

It is very difficult to diagnose the separation of 
the semilunar cartilage unless it can be felt, and then 
it may be split, torn, or partially detached. Articu- 
lar cartilages may be torn off by violence, the fringe 
of synovial membrane may be nipped or broken off 
and behave as a loose foreign body. 

Real locking is due to dislocated cartilage. If 
it has occurred for the first time, the cartilage should 
be allowed to resume its normal attachments. After 
the cartilage has been replaced, the limb is immo- 
bilized about three weeks, then passive motion 
used daily, the splint being kept on two weeks 
more, then the injury is treated as a sprain where 
no locking has occurred. 

If locking is due to a loose body, it is best to re- 
move the cause, but no attempt should be made to 
do so until the body has been fixed in a suprapatelle 
pouch. If a foreign loose body is present, constant 
X-ray photographing should be a guide as to its 
location. 

Not too much stress should be laid on absence of 
locking in determining the presence of the loose 
body or something nipping between the bones. 

Severe sprain or rupture of the ligamentum patel- 
la requires rest (first 24 hours) with splint or bandage 
and cold application the first hour to arrest hemor- 
rhage, then hot fomentations, and at the end of 
24 hours gentle massage and passive movements 
which should continue several days. The patient 
may walk in a week, but the massage and exercise 
should be continued. 

Where the limb has been kept at rest too long, 
confined with or without splints, massage, and appli- 
cations, swelling and pain occur when the patient 
gets about, and again he is put through the former 
treatment. At this stage, splints and bandages 
are useless. There should be no weight on the limb 
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except such as is absolutely necessary for at least 
three weeks, and the patient should perform regular 
specified exercises with a weight, pulley, or foot dumb- 
bell. After three weeks walking may be resumed, 
and after six weeks golf and tennis may be at- 
tempted, the patient stopping at the point of 
fatigue. 

The author calls especial attention to the use of 
the foot dumb-bell exercise for strengthening the 
flexor and extensor muscles of the knee and states 
that the exercise should be done daily for at least 
one year. C. C. CHATTERTON. 


Smith, S. A.: 
Canad. M. 


Loose Bodies in the Knee-Joint. 
Ass. J., 1914, iv, 209. 
By Surg., Gynec. & Obst. 

The condition of loose bodies in the knee-joint 
has been recognized by surgeons for many years. 
Loose bodies arise from several causes. Whitlock 
divides them into those bodies introduced from 
without, those derived from separation of one of 
the component parts of the joint, and those derived 
from growth or formation of structures not normally 
forming part of the joint. 

In cases where the body has been introduced from 
without the common intruder is a needle. These 
cases are rare. In the more important group of 
cases the body is due to some detachment of a 
portion of articular cartilage. The internal semi- 
lunar is the most frequent source of trouble. In 
this group of cases there is always a history of 
injury. Effusion follows, and the joint may become 
locked at the time of injury or at varying intervals 
afterwards when the joint is subjected to increased 
strain. 

In the group of cases derived from growth or 
formation of structures not normally forming 
part of the joint, there is no history of injury. 
Organic changes have occurred in the joint, the 
result of which is a congestion and proliferation of 
blood-vessels which cause changes in both cartilage 
and synovial membrane. As this process increases, 
obliterative vascular changes gradually occur and 
reduce the blood supply. The result on cartilage 
is that pieces become detached owing to rarefying 
osteitis occurring at the chondro-osteal junction, 
whereas the connective tissue of the synovial mem- 
brane becomes hyaline, then chondrified, and finally 
perhaps calcified. 

The diagnosis of bodies of this nature is simplified 
by means of the X-ray. In cases where the loose 
bodies are derived from separation of one of the 
component parts of the joint, a radiograph as often 
as not fails to aid in diagnosis unless the loose bodies 
have a bony basis. R. O. Ritter. 


Parker, C. A.: Derangements of the Semilunar 
Cartilages of the Knee-Joint. Chicago M. 
Recorder, 1914, XXXVi, 143. 

By Surg., Gynec. & Obst. 

Parker reports 5 cases operated and in each 
instance a cartilage was removed. He emphasizes 
the point that when a joint is opened for the removal 
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of a cartilage, it should be removed unless it is 
plainly evident that other conditions are responsible 
for the trouble. This was impressed upon him by 
his experience in these 5 cases, in 3 of which nothing 
abnormal was observed upon the inspection of the 
interior of the joint, although the removed cartilages 
showed distinct pathological changes; one case had 
been operated upon by an eminent surgeon but no 
cartilage had been removed, as “nothing abnormal” 
was seen. This patient later gave all the evidence of 
possessing a defective cartilage that was probably 
present at the time of operation. 

The internal semilunar was affected in all 5 
instances, the left one 3 times, and the right one 
twice. Fixation of the extended knee in a plaster 
cast reaching from just above the malleoli to the 
perineum, for a period of six to eight weeks after 
the operation was practiced, the results apparently 
justifying the procedure, as in each instance the 
recovery was complete with normal function of the 
joint. Apparently, the removal of the cartilage 
in no way affects the stability of the joint, while its 
presence under pathological conditions is a menace 
to its integrity. The author prefers the Jones 
position for operation with the leg hanging over the 
end of the table. 


Williams, R. S. and Wade, W. R.: A Fetid, Aérobic 
Coccobacillus Found in a Case of Suppurative 
Arthritis of the Knee (Un coccobacille aérobic 
fétide dans un cas d’arthrite suppurée du genou). 
Compt. rend. Soc. de biol., Par., 1914, Ixxvi, 263. 

By Journal de Chirurgie. 


The authors had occasion to make a bacteriological 
study of a case of fetid suppurative arthritis of the 
knee which had presented a fistula for a long time. 
They isolated two microbes from the pus, a strepto- 


coccus and a coccobacillus. The latter, on cultiva- 
tion, gave forth the same fetid odor as the knee. 

It was a polymorphous, non-motile coccobacillus, 
varying in form from a coccus to an elongated bacil- 
lus, Gram-negative, strictly aérobic. The colonies 
developed well on all the ordinary culture media 
at 37 degrees; they were at first transparent and 
became yellowish on the second day. They lique- 
fied gelatine very slowly, at the end of about two 
months, coagulated milk, did not produce indol, 
fermented glucose, gelactose, and arabinose without 
the production of gas; did not ferment maltose, 
saccharose, raffinose, lactose, or inulin. The cul- 
tures were pathogenic for the mouse, cobra, and 
rabbit. Injected intraperitoneally they caused 
death in a short time but injected subcutaneously 
they caused the formation of an abscess containing 
a caseous substance at the end of ro or 15 days. 

It is possible to obtain a vaccine against this 
microbe by immunizing rabbits. A dose of 0.2 
of this serum neutralizes a 24-hour culture on agar, 
which is sufficient to kill a cobra weighing 250 
grammes in 3 hours. This coccobacillus differs 
from all fetid microbes known heretofore. 

PIERRE CRUET. 
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FRACTURES AND DISLOCATIONS 


Cohn, I.: 
the Humerus. 


Fractures of the Greater Tuberosity of 
N.Orl. M. & S. J., 1914, lxvi, 670. 
By Surg., Gynec. & Obst. 

Cohn reports two cases of fracture of the greater 
tuberosity of the humerus with an outline of past 
methods of treatment, the anatomical data which 
should act as guide in the treatment of these cases, 
and gives the method of treatment adopted in cases 
observed. 

Believing that anatomic data is overlooked in 
these conditions he reviews the insertion of muscles 
attached to the tuberosities. In view of this 
information the following treatment is advocated: 
Abduction and external rotation of the arm to favor 
apposition of the fragments and to overcome the 
action of the subscapularis, which has a tendency 
to lacerate the capsule and thereby favors disloca- 
tion. Further external rotation favors apposition 
of the shaft with the tuberosity, over which we have 
no control. Abduction also relieves the pressure 
on the tuberosity by relaxing the deltoid. 

One of the cases, a patient aged 50, had fallen 
forward on the shoulder. The chief symptom was 
pain, particularly on pressure over the tuberosity. 
External rotation was impossible, and abduction 
was markedly limited. 

Both cases mentioned recovered with perfect 
function in the shoulder. 


Delatour, H. B.: A Review of Cases of Fracture of 
the Patella. Tr. Am. Surg. Ass., N. Y., 1914, 
April. By Surg., Gynec. & Obst. 

The author calls attention to the controversy a 
decade ago as to whether the open operation was 
necessary and that now as far as the patella is con- 
cerned, surgeons are united on the early operation, 
but as regards the long bones, opinion still differs. 

In the report there were 87 patients with a total 

of ror fractures. Three were simultaneous fractures 
of both patella and in one there was also a fracture 
of the cervical vertebra. On these cases there were 
96 operations with no operative mortality, and in 
all, useful joints resulted; in 4 motion was somewhat 
limited. The operation consisted in a curved trans- 
verse incision across the knee above the patella, 
suture of the tears in the lateral capsule and across 
the front of the patella with chromic catgut. These 
were reinforced by a suture passed through the pa- 
tella tendon above and then below, in mattress 
fashion and then tied. The object of this suture 
is to relieve the transverse sutures of strain when 
there is contraction of the quadriceps muscle, espe- 
cially when recovering from anesthesia. 

Stress was laid on the early use of passive motion. 

A posterior splint is recommended to be worn for at 

least twelve weeks, but this is removed at night so 

that active movements may be practiced, when 
there is no fear of strain. 

Operation was usually performed at the end of 48 
hours but occasionally for some special reason it was 


delayed for a week. The results where the bone was 
broken in several fragments were just as good as in 
the simple transverse cases. 


SURGERY OF THE BONES, JOINTS, ETC. 


Owen, H. R.: 
1914, lix, 426. 
Various operations for mobilizing ankylosed 
joints have been done since 1826 but none can be 
said to be always successful. The latest idea is the 
interposition of fascia and fat after separating the 
fragments. This is best for the knee- and hip-joints 
because they are weight-bearing joints and the 
hygroma formation which takes place as a result 
of the fat is very desirable. In case of shoulder, 
elbow, or mandible, however, the use of animal 
membranes such as chromicized pig’s bladder, 
peritoneum of ox, or wall of ovarian cyst is to be 
preferred for interposing. Indications for arthro- 
plastic operation for ankylosis depend largely on 
what joint is involved. In case of a hip, shoulder, 
or elbow, operative effort should be made toward 
mobilization since these joints are almost useless if 
stiff. An ankylosed knee, on the other hand, if in 
reasonably good position should be let alone. 
W. A. CLARK. 


Arthroplasty. Ann. Surg., Phila., 
By Surg., Gynec. & Obst. 


Woodward, C.: Treatment of Fractures by Direct 
Extension of the Fragments. Practitioner, 
Lond., 1914, xcii, 360. By Surg., Gynec. & Obst. 


The author reviews briefly the advancement in 
the treatment of fractures in recent years. He 
mentions the anatomical operations of Lane, 
extension methods of Codvilla, massage and mobili- 
zation methods of Championniere, and with great 
detail describes the Steinmann apparatus, the method 
of using, and its advantages. 

The Steinmann apparatus consists of steel pins, 
three and one-half to five millimeters in diameter, 
long enough to extend about two inches from the 
skin on either side of the limb. A plate is made to 
attach to the end of the pins upon which a cord is 
fastened to make extensions after the pins are 
driven through the os calcis. 

The technique of disinfection of the skin, inser- 
tion of the pin, treatment of skin puncture, position 
of limb, the direction of pull, amount of weight, 
duration of extension, lateral displacement and 
rotation of limb, removal of pin, and after-treatment 
are all carefully considered. 

The advantages of the Steinmann method of 
direct extension, the author claims, are many. 
Direct extension is vastly superior to the adhesive 
plaster method. Shortening is overcome; the frag- 
ments are brought more easily into correct align- 
ment. There is practically no pain after extension 
is once applied. There is no danger in the opera- 
tion when it is carefully done. It is much easier 
than the Lane plate method and the anatomical 
results are all that could be desired. CHATTERTON. 
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ORTHOPEDICS IN GENERAL 


Saunders, E. W., Meisenbach, R., and Wisdom, 
W. E.: The Causation and Prevention of 
Infantile Paralysis. J. Wo. St. M. Ass., 1914, x, 
305. By Surg., Gynec. & Obst. 

The authors cite a composite picture of fatal 
disease with paralysis occurring on a farm among 
the fowls, hogs, and other domestic animals and at 
the same time one of the farmer’s children being 
afflicted with infantile paralysis. The authors 
claim to have found a common cause of such mala- 
dies in a virus which is carried by a species (Lucilia 
cesor) of green fly. They find that ‘all attempts 
to inoculate fowls, guinea pigs, or other animals with 
the blood or tissues of animals dying from ingestion 
of the specific larve have failed.” 

The death of a fowl or guinea pig within six hours 
has been caused by the oral administration of a 
single specific larva, or by the intraspinal injection 
of a few drops of emulsion of a specific larva. 
Paralysis and death was also produced in monkeys 
by administering the larve to them. They were 
able to transmit the disease from one monkey to 
another by intraspinal injections of cerebrospinal 
fluid or of spinal cord emulsion of affected monkeys. 

Two days after feeding on the carcass of a polio- 
myelitic fowl, or other animal, the green fly deposits 
ova in the carcass which -develop into the toxic 
larve. It is assumed that there are three factors: 
(x) A potential virus, (2) an active virus, and (3) 
a neurolytic toxalbumose. The green fly as a 


carrier explains the prevalence of the disease in 


summer, the fly season. The authors report 
numerous experiments upon which they base their 
conclusions and urge that precautions be taken to 
prevent contamination of food by flies. 

W. A. CLARK. 


Cooley, E. L.: Talipes or Club-Foot. Jed. Fort- 
nightly, 1914, xlv, 97. By Surg., Gynec. & Obst. 


The author thinks that the diagnosis of equino- 
varus is easy, but it is another thing to properly 
estimate the degree of deformity upon which to 
base an intelligent prognosis. 

Club-foot may be roughly divided into three 
stages, from the standpoint of mobility. In the 
first degree a certain amount of manual correction 
can be attained without eliciting pain; in the 
second, pain is always associated with such attempts, 
and in the third, no correction is allowed without 
an anesthetic. 

All types and degrees of this deformity can be 
benefited by present-day methods, while in mild 
and moderately severe cases the deformity can 
always be made to approximate the normal in 
appearance and function. 

The treatment depends on (1) the age of patient, 
and (2) the nature of the deformity. Mechanical 
methods, manipulation, wedges, wrenches, et 
cetera, may be successfully used in practically all 
cases. The knife is used only as a last resort. 
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There are three steps in the corrective procedure: 
(1) correction of the over-pronated tarsus, (2) cor- 
rection of the rotation of the bones of the ankle, and 
(3) correction of the equinus. As for the first step, 
cases taken before the patient walks can be reduced 
by manual means alone. In older cases it may seem 
expedient to divide the resisting fascia in order to 
hasten the process. The second step requires a 
wedge, and in older cases a wrench. When it 
comes to correction of the equinus, which is left to 
the last, tenotomy saves time and trouble. But 
the author considers it malpractice to tenotomize 
and simultaneously overcorrect in plaster. He 
advises open operation, with a suture bridge be- 
tween the cut ends, and overcorrection 6 days later 
under anesthesia. 

Calcaneus requires a restoration of the arch, and 
correction of the supertlexion of the foot. ‘This, 
he says, seldom requires more radical measures than 
manipulation, supplemented if necessary by splints 
or braces. Severe cases may require tenotomy of 
the tibialis anticus, peroneus tertius, and extensor 
longus digitorum, one or all. 

To prevent the deformities resulting from  in- 
fantile paralysis, he advises that the limb be im- 
mobilized in plaster as soon as the diagnosis is made, 
and held for 6 to 8 weeks. Function should then 
be re-established, in proper apparatus, and restora- 
tive agents employed. In complete paralysis, 
tendon transplantation may be indicated but should 
be used with caution. 

Old and neglected cases of club-foot practically 
always require surgical treatment, such as the Phelps 
operation, arthrodesis, or astragalectomy. 

ALBERT EHRENFRIED. 


Rugh, J. T.: Paralytic Toe-Drop, Putti’s Operation 
for Its Relief. Ann. Surg., Phila., 1914, lix, 432. 
By Surg., Gynec. & Obst. 

Paralytic deformities of the foot may be corrected 
surgically by operation (1) on the bones, arthrode- 
sis, (2) on the tendons, (3) on the skin, or (4) by 
the insertion of silk ligaments. Not every case is 
one for operation, for many paralyzed muscles 
recover power many years after the attack if strain 
is removed from them. Arthrodesis is liable to be 
functionally unsuccessful. 

The surgery of the tendons for paralysis, intro- 
duced by Nicoladoni in 1881 is valuable in restoring 
function but is not always successful because of 
stretching of the parts. The resection of a portion 
of skin, as practiced by Robert Jones, is of some use 
in connection with tendon transplantation. The 
silk ligament insertion is highly recommended, but 
it is urged that living structures should be employed 
whenever possible instead of the foreign body. 

An operation is described as performed by Putti, 
of Bologna, who utilizes the paralyzed anterior 
tendons instead of silk for paralytic toe-drop. The 
author reports a case successfully operated upon by 
this method and offers the additional suggestion 
that when the anterior tendons are so used their 





36 INTERNATIONAL ABSTRACT OF SURGERY 


distal ends should be fastened to the heads of the 
metatarsals to prevent deformity of the toes. The 
foot is brought to a right-angle position, the tendo 
achillis being cut if necessary. A five-inch incision 
is then made along the tibial crest, the tendons of 
the anterior group separated from each other and 
cut high at their muscular origin. The distal ends 
are then pulled through an oblong opening made in 
the tibial shaft, one from one side, one from the 
other alternately, brought across the front of the 
tibia and sutured to each other and to the peri- 
osteum. W. A. CLARK. 


Test, F. C.: Sag-Foot and Taut-Foot. Chicago M. 
Recorder, 1914, Xxxvi, 153. By Surg., Gynec. & Obst. 
The author laments the indiscriminate treatment 
of foot conditions with the commercial foot-plate, 
arch-support, etc. and presents a rational explana- 
tion and treatment for these very common condi- 
tions. 

Sag-foot is a condition produced by a progressive 
muscular weakening, ligamentous stretching, and 
bone displacement, resulting in a sagging of the 
normal contour of the longitudinal arch with a 
resultant train of symptoms of which flat-foot is 
one of the last to appear. 

Sagging of the arch may be due to an increase of 
the body weight, long continued standing resulting 
in muscular fatigue and disuse. In children it may 
be due to a rapid physical growth disproportionate 
to the muscular strength. The average commercial 
foot-brace is an incentive to muscular idleness and 
so directly furthers the disability. 

The symptoms of sag-foot are characterized by 
foot discomfort, disinclination to stand, tender 
spots beneath the arch, a shuffling, heel-dragging 
gait and a gradual lowering of the inner side of the 
longitudinal arch. 

The treatment consists of proper muscular ex- 
ercises, suitable footwear with or without heel and 
sole alterations to assist in throwing the body weight 
to the outer sides of the feet —the more severe 
cases may require forced correction under anes- 
thesia. Properly fitted arch-supports may be 
worn with advantage during weight-bearing, but 
should be gradually laid aside as the muscles become 
stronger through exercise. 

Taut-foot is a term applied to that condition in 
which a shortening and contraction takes place in 
the calf muscles and plantar flexors of the foot, due 
to modern footwear; i. e., high-heeled shoes. 

The raised heel causes the front part of the foot 
to be crowded forward in the shoe where the foot is 
broader than the shoe-sole, the little toe is lifted 
above the level of the others, the ligaments of the 
transverse arch stretch, the arch sinks, and the 
metatarsal heads impinge upon the shoe sole, causing 
pain and tenderness; and later, corns and calluses 
develop on the front part of the sole; the tendo 
achillis is contracted, as is also the plantar tendons 
and fascia, which may cause the longitudinal arch to 
be raised. 


Discomfort from long standing or walking re- 
ferred to the anterior or longitudinal arch, stiffness 
in gait, or more severe disability may result. The 
treatment consists of a gradual change from high- 
to low-heeled shoes, proper muscular exercises, and 
pads to support the anterior arch. Tenotomy of 
the tendo achillis, perineus longus, and brevis, and 
subcutaneous division of the bands of plantar fascia 
are often necessary. Rosert B. CoFme.p. 


Griffith, J. D.: Progress of Orthopedic Surgery. 
J. Am. M. Ass., 1914, Ixii, 748. 
By Surg., Gynec. & Obst. 


Griffith reviews the recent advances in orthopedic 
surgery clearly and concisely, including arthritis, 
poliomyelitis, congenital dislocation of the hip, 
operative treatment of Pott’s disease, scoliosis, and 
abdominal visceroptosis. He believes that the 
bovine form of tubercle bacillus is the most danger- 
ous, and is the variety that is principally transmit- 
ted by milk. Regarding serum therapy, he believes 
it has come to stay, being useful not only in closed 
but also in open tuberculosis. 

Ely, Billings, Rosenow, Woodword, and Wallace 
are quoted regarding arthritis, and their theories are 
briefly reviewed. Howard and Clark are quoted 
as showing that the virus of poliomyelitis is carried 
by the house fly and the bedbug, but freeing the 
mosquito of any blame in this respect. He would 
have the patient, during the acute stage of this 
disease, rest in a plaster of Paris bed or some other 
form of splint to maintain the normal position of 
the affected members. Other treatment mentioned 
is tendon transplantation, arthodesis, nerve trans- 
plantation, and anastomosis; the last two are 
believed to be yet in the experimental stage. 

The history of the treatment of congenital dis- 
location of the hip is traced from 1890, when Hoffa 
advised an open operation, down to the present 
time, with mention of Lorenz, Calot, and Hibbs. 
The number of complete functional and anatomical 
recoveries, he states, average 90 or g5 per cent in 
unilateral cases, and probably about 50 per cent in 
bilateral cases. 

Regarding the operative treatment of Pott’s 
disease, Griffith discusses the work of Hadra, Hibbs, 
and Albee, and believes the fracturing of the bases 
of the spinous processes, with credit to Hibbs, and 
the split processes with the transplanted tibia 
between, with credit to Albee, have been remarkably 
successful, but the time has not yet passed for final 
judgment. He thinks it is undoubtedly the best 
treatment for rapid recovery in Pott’s disease. 

Since its birth, orthopedics is said to have had 
scoliosis as a béte noire. Credit is given Abbott for 
the treatment offering the best results, and Gold- 
thwait for the demonstration of the fact that correc- 
tion, particularly of lateral scoliosis in the flexed 
position of the body, is due to unlocking of the 
articular processes of the vertebre. Forbes’ treat- 
ment, which aims at causing the correction of the 
deformity by the production of its counterpart, 
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and is undertaken by rotating the patient’s thorax 
on a fixed pelvis in a direction toward the side of 
convexity of the curve, is commented upon, but no 
opinion is given regarding its success. The author 


believes the last word in scoliosis has not yet been 
spoken. In conclusion the author briefly and 
pointedly discusses Goldthwait’s views and treat- 
ment of abdominal visceroptosis. H. B. THomas. 


SURGERY OF THE SPINAL COLUMN AND CORD 


Baldwin, S. C.: Scoliosis. Northwest Med., 1914, vi, 
38. By Surg., Gynec. & Obst. 
After quoting various definitions of scoliosis, 
Baldwin concludes that scoliosis observed at any 
age in life is a lateral deviation accompanied by 
more or less torsion, and is a deformity of the whole 
body particularly affecting the spine. 

Many causes of scoliosis have been observed; viz., 
shortening of a limb, results of severe burns, pleurisy, 
rib restriction, the habit of carrying children im- 
properly over the arm, the carrying of heavy loads 
over the shoulder, and faulty position in sitting 
and standing. He emphasizes the fact that scoliosis 
is not a tubercular condition. 

He elaborates on Wolf’s law, that prolonged 
alteration in the function of a joint produces corre- 
sponding anatomical changes, stating that bone 
being the densest structure in the body, and being 
unyielding, is constructed according to the function 
it has to perform. The part pressed upon becomes 
atrophied and denser, while that relieved of weight 
becomes hypertrophied and loses its density, thus 
bringing about functional adaptability. 

The diagnosis should not be difficult. A fixed or 
flexible spine must be determined, also how long 
it has existed, and the- course determined before 
treatment is instituted if good results are to be 
secured. 

In some cases the condition has been less improved 
by exercises. Braces and jackets have been used 
to correct the curves, but except in a few favorable 
cases, a cure is not to be expected. 

Abbott’s treatment, which is a fixation in plaster 
in the overcorrected position, has convinced the 
orthopedic profession of its value as a means of 
correction. A specially devised table is used. The 
patient is placed on a hammock in the frame and, 
by means of suitable bands, secured in position; 
the body is forced into the overcorrected position, 
after which it is fixed in plaster. Fenestra are cut 
in order that pads may be inserted between the 
cast and the body, as correction takes place. 

The cast is worn for weeks or months until cor- 
rection is obtained. The last stage of the treatment 
is the wearing of a removable celluloid jacket 
together with suitable exercises. Joun H. SHaw. 


Barthe, E.: 


Typhoid Spondylitis (La spondylite 
typhique). 


Théses de doct., Toulouse, 1914. 
By Journal de Chirurgie. 
The first case, a patient of 22, had severe typhoid 
for two months. On recovery there was rigidity of 
the lumbar spinal column with slight left scoliosis; 
flexion of the column was impossible. There was 


pain beginning in the lumbar column and passing 
around the crest in the pelvis, but no pain, of the 
lower limbs; the reflexes were normal. Radiography 
showed marked decrease in the intravertebral space 
between the second and third lumbar vertebre with 
the formation of bony projections along the edges 
of the space. A plaster corset was applied for three 
months, and then a fresh one for three more months, 
with complete recovery. The spinal column was 
still rigid but there was no pain, and extensive 
movement was possible due to compensatory 
mobility of the adjacent vertebre. 

The second case was that of a cavalry lieutenant, 
who had a violent shock in the sacrococcygeal region 
from falling on his saddle. Three months later 
typhoid fever developed, followed by complete 
immobility of the spinal column with pain; no devia- 
tion was apparent; and there was no disturbance of 
motion or sensation in the lower limbs; reflexes 
were normal. Radiography showed erosion of the 
second and third lumbar vertebra. Rest in bed for 
a month improved the condition but when the 
patient got up it became as bad as ever. A plaster 
cast was applied and the treatment kept up for a 
year. Recovery was complete and has persisted for 
8 months. The lumbar column is still rigid but the 
adjacent vertebra have acquired a compensatory 
mobility. Radiography shows bony projections 
uniting the lateral parts of the bodies of the two 
vertebra; the intervertebral space is not diminished. 

L. CAPETTE. 


Oppenheim, H. and Krause, F.: Successful Opera- 
tion in  Circumscribed Serofibrous Spinal 
Meningitis and a Study of Diseases of the 
Cauda (Uber erfolgreiche Operationen bei Menin- 
gitis spinalis chronica serofibrosa circumscripta, 
zugleich ein Beitrag zur Lehre von den Cauda- 
erkrankungen). Mitt. a. d. Grenzgeb. d. Med. u. 
Chir., 1914, XXxvii, 545. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

The authors bring out some interesting points in 
connection with three closely related cases. In the 
first case the cause was beyond doubt trauma. In 
the second, and especially the third case trauma may 
be assumed, particularly as there was no evidence 
of any other etiology. In all three cases it was the 
accumulated effect of several traumas. 

The chief points in the symptomatology were 
alike in the first two cases. While the pain, as to 
location, character, and distribution, suggested 
sciatica, there were symptoms in both patients that 
excluded this possibility, especially bladder dis- 
turbances. 

The chief interest in the cases was in the results 
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of surgical treatment. This consisted in the empty- 
ing out of the cerebrospinal fluid, the freeing of 
arachnoid adhesions, and the separation of a callus 
of the dura in the first case. The dura was left open, 
its edges sutured to the musculature and the wound 
in the soft parts hermetically closed. In spite of 
the dangerous location of the wound (paralysis of 
the bladder) both cases healed by first intention. 
Healing began in the first case on the second day, 
when the Achilles reflex, which had disappeared, 
reappeared. The third case was complicated by 
hysteria and morphinism and occasional rises in 
temperature and the diagnosis was therefore not 
quite clear. It was assumed that it was a case of 
an organic lesion in the region of the upper lumbar 


SURGERY OF THE 


Coville: Spastic Paraplegia in Children Treated by 
Van Gehucten’s Root Section (Observations de 
paraplégies spasmodiques infantiles traitées par la 
radicotomie suivant le procéde de Van Gehucten. 
Bull. et mém. Soc. de chir. de Par., 1913, Xxxix, 1565. 

By Journal de Chirurgie. 

Coville describes the following three cases of 
spastic paraplegia in children treated as above: 

1. Achild of 11 was afflicted with extreme spastic 
paraplegia of the lower limbs, and talipes equino- 
varus. The results of tenotomy were unsatisfactory, 
and Van Gehucten’s operation was performed, con- 
sisting of resection of the spinous processes and 
lamine of the twelfth dorsal, and first, second and 
third lumbar. There was an uneventful recovery. 
At the end of six months, after muscular re-educa- 
tion, the patient could walk with the aid of two 
canes; the position of the feet was normal. 

2. The second case was that of a boy of 18 with 
spastic paraplegia of the lower limbs. A similar 
operation to the former case was performed, but at 
the end of a month the child began to cough and 
soon died of pulmonary tuberculosis. 

3. The third case was a child of 10 who could not 
stand upright. There was extreme talipes equinus 
and the child was mentally defective. Operation 
was performed, followed by uneventful recovery. 
Muscular re-education was ineffective: the patient 
could stand upright but could not walk. 

Coville comes to the following conclusions with 
regard to the operation: It is very simple technically 
and not at all dangerous. but it must be performed 
somewhat blindly, for though the topography of the 
roots to be operated on is known, it is impossible 
to tell whether too much or too little is being re- 
moved. The results are not so good as might have 
been expected from the published reports; for though 
the spasticity and the exaggeration of the reflexes 
disappear, relearning to walk is very difficult, the 
steps remain slow and hesitating, the limbs are 
heavy, stability uncertain, and with the lapse of 
time it seems that the good effects decrease rather 
than the opposite. Root section cannot compete 


INTERNATIONAL ABSTRACT OF SURGERY 


vertebre with contraction of the spinal canal and 
obstruction of the fluid, or an adhesive chronic 
serofibrous meningitis in connection with a menin- 
geal hemorrhage. It was doubtful whether the 
process was localized in the region of the medulla, 
the upper lumbar vertebre, or the point of exit of 
the cord. 

On laminectomy of the eleventh and twelfth 
thoracic vertebra there was marked increase in the 
fluid and chronic arachnitis. After emptying the 
dura and keeping it open the wound healed promptly 
and there was improvement in the pains. Later the 
functional disturbances disappeared, but there were 
frequent recurrences for a while and then definite 
recovery. Hans Brun. 


NERVOUS SYSTEM 


with purely orthopedic treatment in Little’s disease 
and he believes that he was not persistent enough 
in the post-operative treatment. J. Dumont. 


Antonini, L.: Bilateral Intrathoracic Resection of 
the Pneumogastric and Its Relation to the 
Pathogenesis of Round Ulcer of the Stomach 
(La résection intra-thoracique latérale de pneumo- 
gastrique et ses rapports avec la pathogénie de 
Vulcére rond de V’estomac). Riforma med., 1914, 
No. 5, 116. By Journal de Chirurgie. 

Antonini performed his experiments on rabbits, 
dogs, and cobras. He used Meltzer’s method of 
anesthesia as it presented the great advantage of 
immobilizing the animal and of preventing con- 
tractions of the diaphragm and respiratory move- 
ments. An incision was made in the seventh or 
eighth left intercostal space and the pleura opened, 
care being exercised to avoid injuring the lung. The 
right and left pneumogastrics were discovered and 
resected, at a height of 2 cm. in the rabbit and of 
five in the dog. Anesthesia was discontinued only 
after the wound in the thoracic wall was completely 
closed. Forty experiments were made. There 
was no mortality among the dogs and only a slight 
one among the rabbits. He concludes as follows: 

1. Bilateral intrathoracic resection of the pneu- 
mogastrics may, though rarely, produce a gastric 
ulcer with the macroscopic and microscopic charac- 
teristics of peptic ulcer in man. 

2. This ulcer, which shows no tendency to heal, 
appears in dogs and rabbits in 7 per cent of cases. 

3. Examinations were made 20, 25, and 50 days 
after operation without finding any tendency to 
healing. 

4. Within the first few days after the operation 
there was great dilatation of the stomach, and 
vascular repletion accompanied by intragastric 
hemorrhage. 

5. In the animals killed five months after the 
operation there was no tendency to cicatrization, 
but a chronic ulcer. 

6. The mechanism by which vagotomy produces 
ulcer is unknown. Cu. VILLANDRE. 
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DISEASES AND SURGERY OF THE SKIN, FASCIA, APPENDAGES 


Plain, J. C.: A Note on the Management of Burns. 
Am. J. Surg., 1914, Xxvili, 117. 
By Surg., Gynec. & Obst. 

There are four things to take into consideration 
in the treatment of burns: (1) To combat the shock 
if it exists; (2) to relieve the pain and nervous ex- 
citability; (3) to prevent infection and protect the 
exposed living tissue; and (4) to help nature in her 
work of repair. 

The treatment of shock is just the same when it 
occurs from burns as when it arises from any other 
cause. To relieve the pain and nervous excitability 
the author gives a hypodermic injection of morphine 
and atropine. In addition he bathes the parts 
with cool water, at about 60° F., to which has been 
added a teaspoonful of bicarbonate of soda or sodium 
chloride to each quart of water. This bathing is 
kept up until the patient is more comfortable or 
until the hypodermic has had a chance to work. 
The prevention of infection is very important and 
should be given vigorous attention. 

The author takes exception to two things which 


are often recommended: (1) The opening of all 
blisters; and (2) the use of carron as a protective 
dressing. In opening a blister the denuded area 
is deprived of the non-irritating serum which is less 
irritating than any artificial medium and the dead 
epidermis becomes an irritant which favors infec- 
tion. Carron oil and other similar preparations 
prevent proper drainage of the burn. 

The author advocates the following care of a burn: 
the entire area and the surrounding parts are 
mopped or sprayed with hydrogen peroxide and 
then mopped with dry gauze. Strips of gauze which 
have been soaked in a 2 per cent solution of picric 
acid in dilute alcohol are then applied. Over this 
is applied a thin layer of cotton. This dressing is 
changed as often as it becomes soiled and each time 
it is changed the burn is cleansed as before. If 
sloughing occurs the dead tissue should be removed 
as rapidly as it becomes loosened. When the 
oozing has largely ceased, the author uses strips 
of rubber tissue which have been soaked in 1:1000 
bichloride solution. J. H. Sxites. 


MISCELLANEOUS 


CLINICAL ENTITIES — TUMORS, ULCERS, 
ABSCESSES, ETC. 


Sutton, R. L.: The Histogenesis of Multiple Baso- 


cellular Carcinoma. J. Am. M. Ass., 1914, lxii, 
077- By Surg., Gynec. & Obst. 
The author cites the various views of other writers 
as to the etiology of multiple basocellular carcino- 
mata. He is of the opinion that the embryonal 
inclusion theory or the influence of the blood-vessels 
play no part in the etiology of this type of tumor. 
He rather sides with the views of Loeb and Sweek 
that the formation of carcinoma of the skin depends 
on a primary increase in the activity of certain parts 
of the epidermis. Sutton believes that a dry scaly 
skin predisposes to this condition. 

Five case reports are given, the ages ranging be- 
tween 23 and 73 years. In all these cases no “‘epi- 
thelial pearls’”’ were formed and in the younger cases 
the tumor growths were superficial and thick, while 
in the older cases they infiltrated more deeply, as 
the reticulum was not as resistant. 

The treatment should be excision; failing this, 
réntgenotherapy with or without freezing or cauter- 
ization. EUGENE Cary. 


Binnie, J. F.: Some Uses of Fat in Surgery. Surg., 
Gynec. & Obst., 1914, xviii, 336. 

By Surg., Gynec. & Obst. 

In spite of its reputation as a tissue of poor re- 

sisting power, fat is well suited for transplantation. 

Sometimes its value is due to its connective-tissue 

basis but at other times its oily content is the 


valuable element. The following are some of the 
uses of fat as a transplant: 

1. It may be used as an organic plug or tampon to 
fill wounds in vascular parenchymatous organs, 
such as the liver, etc., or it may be spread like a 
plaster over a bleeding surface in the liver, kidney, 
or uterus as a hemostatic agent. This use of fat 
is different from the application of free omental 
grafts to support the suture line in intestinal wounds 
or to surround and occlude the duodenum, as in the 
author’s method of permanently obstructing the 
pylorus in certain cases after gastro-enterostomy. 

2. Taking it for granted that adhesions will form 
or reform between the scalp, meninges, and brain 
after operations for traumatic epilepsy, the author 
has successfully followed Lexer’s plan of implanting 
fat in the cranial defect. This implant does not 
prevent the formation of adhesions but the adhe- 
sions formed are calculated to be so loose and soft 
as to be harmless. Where a cerebral tumor or cyst 
has been removed and cerebral expansion does not 
quickly cause the cavity to disappear, a plug of 
fat may possibly be a suitable tampon with which 
to fill the cavity. The specific gravity of fat is 
somewhat less than that of cerebrospinal fluid. 

3. Deforming depressed scars of the face may 
often be remedied by division of the adhesions be- 
tween the skin and underlying bone, the depressed 
area being filled out or padded by the introduction 
of a suitable fragment of fat obtained from the 
patient himself. 

4. After mammectomy for non-malignant disease 
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good cosmetic results have been obtained by the 
implantation of a lipoma (Czerny), a suitable 
mass of omentum obtained from a hernia (Judd), or 
fat obtained from any part of the body (Klapp, 
Hertzler). 

5. When a cavity is formed in a bone by the 
removal of disease it may be obliterated by a free 
transplant of fat. This has been successfully ac- 
complished by several surgeons, including the author. 

6. Arthroplasty owes its success very largely to 
fat transplantation. Usually the flaps used are 
pedunculated, but to the author it seems that the 
rather complicated measures necessary to obtain 
pedunculated flaps may be found to be unnecessary, 
as free flaps may be as good or better than the 
pedunculated. 

7. Fat is very useful in the prophylaxis of crippling 
adhesions following tenorrhaphy and neurorrhaphy. 

8. In bronchiectasis, pulmonary tuberculosis, 
etc., the implantation of fat between the mobilized 
parietal pleura and the chest wall (Tuffier) is a 
valuable substitute for artificial pneumothorax or 
the Friedrich, Sauerbruch, and Wilms operations for 
producing collapse of the chest wall. 


SERA, VACCINES, AND FERMENTS 


Rost, F. and Saito: Use of Serologic Staphylococ- 
cus Reactions in Surgical Diagnosis (Die Ver- 
wendbarkeit der serologischen Staphylokokkenreak- 
tionen in der chirurgischen Diagnostik). Deutsche 
Zischr. {. Chir., 1914, Cxxvi, 320. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 
The authors regard Hohmuth’s modification of 
the staphylolysin reaction as suitable for the 


diagnosis of surgical staphylomycoses. The staphyl- 
ococci form a hemolytic toxin in the body, the so- 


called staphylolysin. This can be demonstrated 
easily by adding to a bouillon culture of a certain 
alkalinity on about the tenth day of growth a sus- 
pension of red blood-cells of the rabbit. As a 
product of reaction to this lysin, antilysins are 
formed in the body. Neisser and Wechsberg tried 
to utilize the demonstration of these antilysins for 
diagnostic purposes. The patient’s serum was 
mixed with the lysin in certain proportions and the 
red blood-cells of the rabbit added as an indicator. 
If hemolysis occurred antilysins were not present 
in appreciable quantities. If haemolysis was in- 
hibited it was due to a strong antilysic content of 
the serum; the latter, therefore may be assumed 
to have come from a patient with staphylomycosis. 
This reaction was unreliable because too little 
lysin was taken. 

Hohmuth’s reaction increases the amount of 
lysin and makes the diagnosis surer. Merck 
prepares a lysin already titrated so that the tech- 
nique is very much simplified. It is only necessary 
to mix a certain amount of inactivated serum 
(0.5, 0.35, 0.25 and o.1 in a solution of 1:10) and a 
55 per cent suspension of rabbits’ erythrocytes (0.5) 
and add to each tube the titer dose of the lysin. 
This method should be very useful in the diagnosis 


of bone suppurations, especially for the differential 
diagnosis of osteomyelitis and tuberculosis. For 
some suppurations of the soft parts the agglutinin 
reaction can be used to advantage. Bactericidal 
attempts as well as the determination of the opsonic 
index are rejected for purposes of diagnosis. 
WOLFSOHN. 


Wolfsohn, G.: Principles and Value of Vaccine 
Treatment (Grundlagen und Wert der Vaccine- 
therapie). Mitt. a. d. Grenzgeb. d. Med. u. Chir., 
1913, XXVii, 72. By Journal de Chirurgie. 

The author gives a comprehensive work on the 
principles, value, and methods of vaccine treatment, 
including treatment with killed bacteria and the 
products of their metabolism. He discusses con- 
trolling the effect and determining the dosage by 
reckoning the opsonic index by Wright’s method. 
The indications are different in the three following 
groups: 

1. In general bacteremia, including almost all 
acute infectious diseases, sepsis, etc., vaccine treat- 
ment is useless or even harmful, and therefore con- 
tra-indicated. 

2. This group comprises more or less localized 
foci, from which bacteria may pass over into the 
blood and which experience has shown that they 
sometimes do; (a) acute cases such as phlegmon, 
lymphangitis, osteomyelitis, peritonitis, peri- and 
parametritis, acute gonorrhoeal arthritis, etc. Vac- 
cine treatment is not absolutely contra-indicated 
but should be used in small and often repeated 
doses; (6) chronic cases, such as chronic colon infec- 
tions of the urinary passages, tubercular peritonitis, 
tubercular inflammations of the bone, tubercular 
catarrh of the lungs, chronic osteomyelitis, chronic 
gonorrhoeal arthritis, etc. Vaccine treatment is 
indicated in those cases in which with reasonable 
sureness auto-inoculation can be excluded by placing 
the diseased focus at rest; therefore, especially in 
diseases of the extremities, it is contra-indicated 
in cases where this is not possible, since if there is 
auto-inoculation it is impossible to give accurate 
dosage—for example, in many forms of pulmonary 
tuberculosis. 

3. Strictly localized processes in which the 
bacteria or products of their metabolism do not pass 
into the blood; as for example, chronic staphylomy- 
cosis of the skin, skin tuberculosis, complications of 
gonorrhoea, etc., are cases in the domain of vaccine 
treatment. In practice, the control of vaccine 
treatment by the opsonic index is reserved for those 
chronic, strictly encapsulated foci of infection in 
which it is possible to completely exclude auto- 
inoculation and which from their location make exact 
clinical observation impossible. For the other 
cases this difficult method of control may be omitted. 
This simplifies the treatment markedly. 

After a discussion of the preparation of the 
vaccines a special part is devoted to methods of use 
and results in different diseases. Autovaccination 
is not necessary in most of them: staphylococcus 
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infections, acne, sycosis, inflammation of the sweat 
glands, osteomyelitis, mastitis, pyaemia, furun- 
culosis, chronic eczema, etc. 

In suppurative acne and general furunculosis, 
vaccine treatment is a hopeful experiment; in re- 
current inflammation of the sweat glands and of the 
nasal sinuses it frequently gives good results; in 
osteomyelitic fistula, purulent mastitis, and chronic 
sepsis, good results are only exceptionally obtained. 
Streptococcic infections are contra-indicated in the 
very acute cases, but are worth trying in the 
subacute and chronic cases. 

Tuberculin is to be recommended for tuberculosis: 
(1) When any operation indicated, for some reason, 
cannot be carried out; (2) for after-treatment, 
especially after operations that cannot be performed 
radically; (3) as a supplementary treatment in 
encapsulated pulmonary tuberculosis, lupus, be- 
ginning arthritis, and lymphoma. 

In gonorrhoea, vaccine treatment produces excel- 
lent results in acute and chronic arthritis, especially 
in combination with Bier’s hyperemia, good results 
in epididymitis, lack of uniformity in the results in 
pyosalpinx, failures in urethritis, endometritis, and 
conjunctivitis. Caution should be exercised in 
general infections. In gonorrhoea there is always 
strong reaction. 

In colon infections, autogenous vaccines should 
always be used. There is severe reaction. Improve- 
ment was obtained by its use in many cases of 
colonuria, but not complete recovery. In chronic 
cystitis and pyelitis-the vaccine treatment in con- 
junction with other methods hastened recovery, 
but in no case was the urine completely freed of 
bacteria. FROMME. 


Cholzoff, B. N.: Surgical Gonorrhoeal Diseases; 
Sero- and Vaccine Treatment (Chirurgische 
Gonokokkenerkrankungen. Sero- und _ Vaccino- 
therapie). Beitr. z. klin. Chir., 1913, \xxxix, 382. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


Faure-Beaulieu in 1906 published 34 cases in 
which cocci were found in the blood during life in 
general gonorrhoeal diseases; the author adds 10 
new cases from the literature and one of his own. 
The metastasis generally proceeds from the genito- 
urinary apparatus, sometimes from gonorrhoea of 
the eye. The conditions which bring about the 
general extension of the local process are as yet un- 
known. 

In about two or three per cent of all gonorrhceal 
diseases there are complications in the joints, more 
rarely involvement of the tendon sheaths and still 
more rarely of the mucous burse, the pleura, and 
bones. Very rarely there is phlebitis from gonor- 
rhoea. The other forms of general gonorrhceal 
infection are briefly mentioned. Cholzoff found 
only 11 cases of general gonorrhceal septicemia in 
the literature, to which he adds the one of his own. 
He recommends as treatment, passive hyperemia 
combined with douches of hot air, especially in 
involvement of the joints and tendon sheaths. 


Serum treatment does no good in diseases of the 
mucous membranes, but gives good results in local 
complications, such as epididymitis, prostatitis, and 
cowperitis, and excellent results in diseases of the 
joints, tendon sheaths, pleura, etc. Ten cases 
which the author treated with sheep’s serum were 
undoubtedly favorably influenced. 

Good results were also obtained with horse 
serum, which has the advantage of not causing any 
general or local reaction, as the author observed in 
the 10 cases that he treated with horse serum. As 
to vaccine treatment, he recommends that it be 
begun with small doses in order to avoid reaction. 
This method of treatment gives good results without 
danger. In urethritis vaccine treatment is of no 
use. In diseases which are secondary through 
direct infection from the primarily diseased urethra, 
as in epididymitis, cowperitis, prostatitis, cysitis, 
and ureteropyelitis, vaccine treatment undoubtedly 
has a good effect, especially in epididymitis, while 
opinions are divided as to prostatitis. The author 
did not get uniform results. There was a marked 
effect in organs to which the infection was trans- 
mitted through the blood or lymph, such as joints, 
bones, tendon sheaths, etc., as he showed in the 
treatment of 36 cases. 

The views as to the use of vaccine treatment in 
gonorrhoeal septicemia are divided. Three cases 
have thus far been treated, 2 of Dieulafoy’s and one 
of the author’s, with good results in all three. 

Von Ho st. 


BLOOD 


M’Nee, J. W.: Experiments on Hemolytic Icterus. 
J. Pathol. & Bacteriol., 1914, xviii, 325. 
By Surg., Gynec. & Obst. 

In recent years the theories on the production of 
hemolytic icterus which have received most atten- 
tion are those of Minkowski and Eppiger. The 
former holds that a disturbed function of liver-cells 
causes an aberrant flow of bile into the blood stream 
instead of along the bile-ducts, while Eppiger con- 
siders that the formation of gallenthromben, by 
causing obstruction, leads to dilation of the bile- 
ducts and rupture into the perivascular lymph- 
spaces. 

M’Nee’s experiments to control those published 
by Minkowski were carried out on geese, these 
fowls being especially suitable for the purpose. 
The geese were poisoned with AsH3; and immediately 
the liver was removed with the exception of a small 
stump of liver tissue left behind the vena cava. 
These geese lived several hours after operation. 
His conclusions are as follows: 

1. There is no doubt that after the removal of 
the liver, in geese poisoned with AsH3, no marked 
icterus occurs. The weak icterus occurring in some 
of the experiments after removal of the liver must 
depend either on the functional activity of the 
spleen and bone-marrow, or on continued activity 
of the small piece of liver left behind the vena cava. 

2. The reason why no marked icterus follows 





42 INTERNATIONAL ABSTRACT OF SURGERY 


extirpation of the liver is not that the liver-cells have 
been removed, but it depends upon the removal of 
the tissue enclosed within the liver which breaks 
down hemoglobin—namely, the endothelial cells of 
Von Kupffer. These cells have to do, at any rate, 
with the first phase in the production of bile, since 
they split off the iron part of the hemoglobin mole- 
cule and set free the pigment portion. 

3. Neither from the experiments of Minkowski 
and Naumyn, nor from the author’s may a definite 
conclusion be drawn that a true hemolytic icterus 
can not occur at all. On the contrary, the histo- 
logical appearances, especially the proliferation and 
desquamation of the Kepfier celis, their circulation 
in the blood stream, and their destruction there, 
speak strongly in favor of the occurrence of an 
icterus without any action of the liver-cell at all. 
The argument that when the liver is removed the 
homologous endothelial cells in the spleen and 
marrow do not take up the work is met by the 
extreme smallness of these latter organs in birds 
and the short duration of the experiments. 

4. An important question is how far these con- 
clusions arrived at by experiments on geese can be 
applied to human pathology. Experiments show 
that the structure of the liver in birds is different 
from that in higher animals. In birds there is a very 
special iron metabolism in the liver with which, 
not the liver-cells, but the endothelial cells lining 
the vascular capillaries, have to do. 

To compare with these experiments on geese the 
appearances produced in hemolytic icterus in higher 
animals, dogs were poisoned with toluylenediamine 
to bring about jaundice. The results were found to 
be in no way essentially difierent from those observed 
in geese. It is to be noted, however, that the normal 
structure of dog’s liver is different from that of 
birds. In dogs the endothelial Kupffer cells are 
much less numerous, and normally give no iron 
reaction; in dogs the liver does not seem to be so 
directly associated with the iron metabolism as it 
is in birds. It is likely that in higher animals the 
spleen has taken on this function. In icterus, the 
endothelial cells of the dog’s liver show changes 
quite similar to those found in geese; namely, phago- 
cytosis of red blood corpuscles, disintegration of 
them, and appearance of a diffuse iron reaction in 
the protoplasm. The cells being much fewer in 
number, these appearances are not so prominent 
and readily recognized. In the spleen the changes 
seen in dogs and geese during icterus are also similar, 
but it has already been sufficiently emphasized how 
much larger the spleen is comparatively in higher 
animals than in birds. In the lymphatic glands of 
dogs the changes are also very marked, and are 
of a similar nature to those found in the spleen. 
In the geese it was generally difficult to find lymph- 
atic glands, hence no observations were made on 
them. 

Taking all these points into consideration, it 
seems quite probable that all that has been suggest- 
ed in connection with the etiology of hemolytic 


jaundice in geese can be applied to higher animals 
and to man. Leo. G. Dwan. 


Wallace, R.: Post-Operative Thrombophlebitis. 
Am. J. Surg., 1914, XXviii, 103. 
By Surg., Gynec. & Obst. 

Thrombophlebitis follows in 1.2 per cent of all 
abdominal operations, the veins chiefly involved 
being the external iliac, the common iliac, the femor- 
al, the saphenous, the mesenteric, and the portal. 
A study of the statistics in a large series of cases 
makes clear the following definite facts: Post-opera- 
tive thrombophlebitis occurs almost exclusively 
after abdominal operations; it occurs frequently in 
clean cases; it occurs in about one-third of all 
statistical cases in myomectomies; in the majority 
of cases it occurs in the femoral vein and on the left 
side. 

It is doubtful whether any one cause can be 
ascribed in all cases, but certain predisposing 
physiological factors are always present: The 
peripheral venous circulation is comparatively 
sluggish; the venous coats are thin and easily 
permeable; their superficial distribution submits 
the veins to outside injury; venous blood presents 
a greater coagulability. 

Kelling concludes from experimental work that 
infection in the natural clot behind a ligature or 
traveling from stitch abscesses through the epi- 
gastric veins is the prime cause, while Clark believes 
that traumatism of the deep epigastric vein causes 
the primary thrombosis which progresses to the 
external iliac. The author believes there are two 
primary factors, viz., traumatism of the abdominal 
wall and infection of the incision, and concludes 
from a consideration of the clinical symptoms that 
these two theories are wholly tenable. He accounts 
for the preponderance of left femoral vein thrombo- 
sis by bacterial colonies gaining the arterial circula- 
tion and eventually reaching a traumatized or dis- 
eased vein wall. 

The preventive treatment may be summed up in 
strict asepsis, the avoidance of trauma and of long 
dead spaces within the vessels, preliminary treat- 
ment of subjects with flabby musculature by mas- 
sage, early bowel action, and frequent change of 
position. But there will still remain a few cases, 
due to unavoidable endovenous infection, against 
which there is at present no available means of 
prophylaxis. E. K. ARMSTRONG. 


BLOOD AND LYMPH VESSELS 


Kempe, G.: Brachial Arteriovenous Aneurism 
Treated by Vascular Suture. Proc. Roy. Soc. 
Med., 1914, vii, Surg. Sect., 83. 

By Surg., Gynec. & Obst. 
The patient, who was 56 years old, for two years 
had noticed a stinging sensation in his right arm. 

Inspection showed a large pulsating swelling in the 

arm just below the anterior axillary fold and in the 

line of the brachial artery. It was increasing in 
size, but was not painful. The swelling was soft and 





GENERAL SURGERY — MISCELLANEOUS 43 


compressible and pulsated regularly. A thrill, which 
was easily felt, was a continuous one. but had a 
systolic increase in intensity. The swelling could be 
traced into the axilla, and a soft pulsating swelling 
was found beneath the right clavicle, where a similar 
thrill could be felt, but less marked than in the arm. 
Pressure on the subclavian artery above the clavicle 
caused a collapse of both swellings and a cessation of 
the thrill. Release of the pressure caused the 
swellings to fill up slowly, but they required several 
pulsations to become as full as before. Pulsation in 
any of the superficial veins of the arm, forearm, or 
thorax could not be detected. The influence of 
respiration on the swellings was not noticed. The 
right radial pulse was less full than, and in time 
rather behind, the left. A humming, low-pitched 
bruit, with high-pitched systolic accentuations, could 
be heard over the swelling. There was no evidence 
of intrathoracic aneurism. 

The case was typically one of arteriovenous 
aneurism. A dissection showed a communication 
between the upper part of the brachial artery and 
the inner of the vene comites. The parts were 
cleaned and the artery and vein were clamped 
separately above and below the anastomosis, the 
connection between the two being then severed. The 
arterial opening was closed with two layers of fine 
sutures, ooo silk and a round needle being used. The 
opening into the vein was closed with oo catgut. 

The after-treatment was rest in bed and morphia. 
A good result was obtained. The radial pulse on the 
affected side was ultimately weaker and the blood- 
pressure was 20 mm. Hg. less than on the sound side. 
The author thinks that laminated fibrin was laid 
down over the arterial suture and this resulted 
either in closing the artery completely or consider- 
ably narrowing it. J. H. Sxites. 


Meyer, F.: Treatment of Varicose Veins by Rind- 
fleisch-Friedel’s Method and Its Results (Die 
Behandlung des varikésen Symptomenkomplexes 
nach Rindfleisch-Friedel und deren  Erfolge). 
Beitr. z. klin. Chir., 1914, Ixxxix, 276. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 
The operation was performed on 24 patients, on 
both legs in 6 of them. The technique was as 
originally described. The chief emphasis is laid 
on the wide separation of the edges of the wound and 
as numerous ligations of the veins as possible in 
order to avoid secondary hemorrhages. The dress- 
ing consists of tamponing, pressure bandage, and 
elevation of the limb. There is pain for the first 
few days and on the first changes of dressing. One 
of the chief points in the after-treatment is to delay 
healing by removing the new granulations every 
second day. The spiral incision is begun above or 
below the knee according to the extent of the 
varices. The saphena should be incised and 
ligated several times. 
The results of this method are due to the almost 
complete annihilation of blood and vessel wall 
pressure by interrupting the course of various veins, 


and to the removal of fluid from the region operated 
on by the opening of lymph and tissue spaces and 
to the disappearance of all symptoms of inflamma- 
tion. The duration of the treatment varies from 
6 weeks to over a year. Eighteen of the patients 
had ulcer of the leg and in addition to the operation 
the ulcers were incised. There was definite cure 
in 54.16 per cent, persisting after a year in 41.66 
per cent. In some of those that were not cured 
there was no marked dilatation of the superficial 
veins, so that varices of the deep vessels were sus- 
pected. Parona recommends in such cases the 
ligation of the popliteal vein. The results are much 
better in pure varices. All 6 of the patients were 
cured and remained so a year after. WEICHERT. 


Sherrill, J. G.: Direct Suture of the Brachial Artery 
for Traumatism; Restoration of Circulation; 
Subsequent Development of Ischzemic Paraly- 
sis. Old Dominion J., 1914, Xvii, 1136 

By Surg., Gynec. & Obst. 

The following case of ischemic paralysis is re- 
ported by the author: 

A young man, 23 years of age, had his arm caught 
and twisted in a centrifugal machine, in such a way 
that a backward dislocation resulted at the elbow. 
When seen, an hour later, he complained greatly of 
pain; there was a marked purple swelling in the 
forearm and the radial pulse was absent; there were 
no symptoms of a false aneurism; both bones of the 
forearm were dislocated backward, but the skin was 
unbroken. After three hours’ treatment, there was 
no improvement in the circulation, but the pain, 
swelling, and discoloration increased. At operation 
the humerus, which was lying in front of the coro- 
noid process of the ulna, was restored to its position. 
The ends of the brachial artery stood forth prom- 
inently in the wound, both being filled with blood- 
clots, no fresh blood being present. The clots were 
removed and a Crile clamp placed on the distal and 
proximal ends of the vessel. The sheath of the 
artery was torn away from the distal portion and 
had contracted somewhat over the proximal end. 
This was held out of the way while the vessel itself 
was sutured. The method of Carrel was employed. 
The median nerve was exposed in the wound, but 
was apparently uninjured. The skin was closed 
without drainage and the arm put up in partial 
flexion. Within five minutes after the vessel was 
sutured, circulation had returned in the hand, 
although the radial pulse was not felt. Later it 
was fully restored. 

The patient made a somewhat protracted con- 
valescence and was disturbed some by numbness in 
the fingers, which was thought to have resulted from 
stretching the median nerve. In dressing the arm 
great care was used to prevent constriction of the 
circulation. The patient had some slight impair- 
ment of motion at the elbow and also partial inter- 
ference with pronation and supination. A con- 
tracture took place in the forearm and hand which 
simulated that resulting from ulnar paralysis. 
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Early, forcible correction of the deformity was 
accomplished, but always with considerable pain 
to the patient. Subsequently, the wrist became 
more firmly fixed and the tendons contracted so 
that attempts at restoration were ineffective. Heat 
sensation also was absent. At a subsequent opera- 
tion the ulnar nerve was found to be normal and the 
contracted tendons were cut. Slight improvement 
was noted in the sensation of the fingers and the 
deformity was considerably less. The electrical 
findings showed degeneration of the ulnar nerve and 
muscles of the forearm and hand. Massage, the 
application of heat, passive motion, and the em- 
ployment of electrical stimulation have all been used 
on this patient. 

The author discusses the case and concludes that 
the ischemic atrophy and paralysis may occur as a 
result of arterial interruption, which must be nearly 
or quite complete and usually of over two or three 
hours’ duration. Epwarp_L. CorNELL. 


POISONS 


. Lukas, J.: Presence of Tetanus Germs in the 
Excrement of Horses (Uber das Vorkommen der 
Tetanuskeime in den Exkrementen des Pferdes). 
Ztschr. f. Tiermed., 1914, xviii, 17. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

Among 17 horses the author found tetanus spores 
in the excrement of 16, which confirms the results 
of his previous experiments showing that tetanus 
germs are almost always discharged with the feces 
of our large domestic animals; this explains their 
wide distribution. Lukas gives his own experience 
in growing the bacilli with independent improve- 
ments in the method. He calls attention to the 
pseudo forms of the tetanus bacillus which cannot 
be distinguished from the true Nicolaier-Kitasato 
type morphologically, but only by animal experimen- 
tation. KREUTER. 
Franz, V.: Intravenous Injection of Corrosive 

Sublimate in Septic Diseases (Uber intravenése 
Sublimatinjektionen bei septischen Erkrankungen). 
Beitr. z. klin. Chir., 1914, \xxxviii. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb 

Franz experimented in 20 cases with intravenous 
injections of 1:1000 bichloride solution in doses of 
10 ccm., containing, therefore, 0.01 bichloride per 
dose. There was one anthrax infection and 19 
streptococcus, staphylococcus and colon septic 
pyzmias, 7 of them being puerperal general infec- 
tions. 

The blood examination showed streptococci in 8 
cases. In 2 of these cases the bichloride injections 
had no effect, while in the other 6 cases the bacteria 
disappeared from the blood after the second or 
third injection; 5 of the cases recovered while the 
sixth died of liver abscess. Of the 11 cases with 
negative blood findings, 5 died, among them 3 cases 
of puerperal infection. Even in the 6 cases which 
recovered Franz thinks the beneficial effect of the 
bichloride was questionable. 


In the anthrax case which recovered, no bacteria 
were demonstrated in the blood. After the first 
injection the temperature sank and improvement 
began, but Franz does not feel sure that the improve- 
ment was due to the bichloride. He thinks that it 
is definitely beneficial only in the cases of bacter- 
zmia, and in such cases he thinks it worth trying 
when other harmless methods fail. Great caution 
should be exercised, however, in the use of such 
injection, as it is by no means harmless and should 
be used only when there are special indications. 

There were no serious by-effects in any of the 
author’s cases. The blood was not harmed in any 
way by the 1:1000 solution. Even when 4.6 cg. was 
used within 72 hours and 8 cg. within 192 hours 
there was no injury to the kidneys, but in 50 per 
cent of the cases there was diarrhoea and pain in 
the abdomen. In the fatal cases the bichloride was 
never the cause of death. M. Von Brunn. 


SURGICAL THERAPEUTICS 


Kolbé: Intravenous Treatment of Hydatid Cyst 
by Arsenobenzol (Le traitement intra-veineux 
du kyste hydatique par larsénobenzol). Prog. 
med., 1914, xlii, 103. By Journal de Chirurgie. 


In a paper read before the Society of Comparative 
Pathology Kolbé gave a suggestive and interesting 
paper on the treatment of hydatid cyst with arseno- 
benzol — salvarsan, or even better neosalvarsan, 
or similar preparations. He showed the dangers of 
echinococcus infection and pointed out the fact 
that sometimes, though rarely, recovery takes 
place by spontaneous aseptic absorption of the cyst; 
the ideal treatment, therefore, would be to bring 
about this curative process by some simple means, 
or to destroy the embryos before the cystic period. 
He suggests utilizing for this purpose the para- 
siticidal effect of arsenobenzol, which has already 
been demonstrated on _ spirilla, trypanosomes, 
filaria, etc. It is logical, therefore, to count on its 
sterilizing effect on cestodes especially tenia echino- 
coccus. This is no longer a mere hypothesis, for it 
has been confirmed in two cases by Prof. Roux of 
Lausanne. Kolbé reports these cases in detail. In 
both cases a week after an intravenous injection of 
arsenobenzol there was a rise of temperature and the 
discharge through an incision of a turbid cystic 
fluid, slightly purulent, and the vesicles showed 
necrosis. : 

There is some danger in the sudden necrosis of 
large cysts followed by suppuration; therefore it 
becomes important to diagnose the presence of 
echinococcus early, before the surgical period. 
Among the new laboratory methods for accomplishing 
this purpose may be mentioned radiology, which, 
though still imperfect, aids greatly in the early 
diagnosis of hydatid cyst of the lung and liver. 
Gradually the absolute and relative indications for 
the use of arsenobenzol will be established and in 
order to establish them experiments should be 
performed on domestic animals spontaneously or 
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voluntarily infected with echinococcus. By means 
of such experiments it may become possible to 
sterilize the dog and cat against echinococcus, for 
it is well known that they are the most dangerous 
agents in propagating it. In the discussion Weinberg 
of the Pasteur Institute of Paris declared that re- 
cently one of his colleagues had succeeded in making 
cysticerci in rabbits disappear by the injection of 
modified 606, which confirms the new therapeutic 
method experimentally. J. Oxrnczye. 


Schiassi, B.: New Physiological Solutions (Nouvel- 
les solutions physiologiques). Semaine méd., 1913, 
Xxx, 589. By Journal de Chirurgie. 

It is admitted that the so-called physiological 
solution of 0.75 per cent sodium chloride, given for 
the purpose of overcoming intoxication, on the 
contrary often aggravates the condition of the 
patient. In some cases after the administration of 
this saline solution there is an increase in blood- 
pressure and diuresis, but sometimes there are signs 
of progressive and irremediable adynamia. The 
sodium chloride absorbed from the solution causes 
an impoverishment of the cellular elements of the 
tissues, depriving the nerve tissue especially of 
calcium and potassium, the calcium sometimes 
being decreased fifty per cent. As calcium has a 
tonic effect on the nervous system, it may readily 
be seen that copious injections of saline solution 
might depress the nervous system. Moreover, 
this degree of concentration of sodium chloride may 
injure the kidneys, on which the work of elimination 
devolves. 

Therefore Schiassi has devised two new physio- 
logical solutions, one for subcutaneous and intra- 
venous injection, the other for rectal installation by 
the drop method. They are to some extent a 
combination of Ringer’s and Locke’s solutions and 
the amount of sodium chloride is markedly de- 
creased — (6.50 per 1000 instead of 7.50 per 1000); 
in place of the sodium chloride a certain amount of 
potassium is added and also of calcium, which in 
addition to its tonic properties facilitates coagula- 


tion of the blood, which may be of great service in 
surgical diseases. He has also increased the amount 
of bicarbonate of soda, for in surgical patients 
symptoms of acidosis are often observed, and it 
seemed wise, in order to neutralize this acidosis, to 
increase the alkaline resources of the body. Glucose 
is diuretic, energy-producing, nutritive, and a 
cardiac tonic. The following are the formulas 
of the two solutions: 


For hypodermic and intravenous injection— 
Pure sodium chloride 6.50 gr. 
Potassium chloride ©.30 gr. 
Calcium chloride 1.00 gr. 
Sodium bicarbonate 0.50 gr. 
Glucose 1.50 gr. 
Distilled water gr. 


For rectal injection by the drop method— 
Sodium chloride 
Potassium chloride 
Calcium chlonde............... 
Bicarbonate of soda 
Glucose OO gr. 
Pure ethyl alcohol .0O gr. 
Distilled water er. 


.50 gr. 
.30 gr. 
.0O gr. 
. 50 gr. 


The large glucose content of the last solution is 
noteworthy; this is of advantage when absorbed, 
though the direct injection of such large quantities 
of glucose into the circulation would be more 
dangerous than useful. In general, the author 
believes that rectal absorption should be utilized 
more generally in surgery than it now is for two 
reasons: (1) Liquids introduced per rectum undergo 
transformation in the portal system and are used 
only after they have been reduced to meet the 
physiological needs of the body; (2) by this means 
the patient effects a sort of auto-absorption of 
exactly the amount of liquid that he needs. 

The ethyl alcohol, mentioned in the second solu- 
tion, in small doses favors the penetration of liquids 
through the intestinal walls and increases the 
diffusibility of the solution. J. Dumont. 





GYNECOLOGY 


UTERUS 


Smith, W. S.: The Early Recognition and 
Practical Prevention of Uterine Cancer. Md. 
M.J., 1914, lvii, 60. By Surg., Gynec. & Obst. 

The author calls attention to the appalling prev- 
alence of this scourge. A careful estimate has placed 
the number of deaths from cancer in the United 
States at 80,000 annually. He deplores the fact that 
in the past so little attention has been given to the 
early diagnosis of cancer. 

Hemorrhage, leucorrhoea, or pain, especially in 
women between 35 and 60 years, furnish sufficient 
reason for a careful physical examination, followed, 
if necessary, by a prompt resort to the microscope. 

An interesting point in connection with cancerous 
nodules of the cervix is that the mucous membrane 
which overlies them is not alone congested, but upon 
palpation it seems glued to the structures beneath 
and does not glide readily over them, as in the nor- 
mal and benign conditions. The author believes 
this analagous to the retraction and dimpling of 
the skin in cancer of the breast. 

The author believes with Bossi that the proper 
treatment of cervical lacerations, endocervicitis, and 
endometritis would prevent many cases of cancer. 
A really humanitarian and clinically scientific work 
would be a propaganda for the prophylaxis of cancer 
of the uterus by timely, systematic, and persevering 
surgical treatment of benign affections of the cervix 
and uterine cavity. C. H. Davis. 


Tauffer, W.: Treatment of Uterine Cancer with 
Radium; with Demonstration of Specimens 
(Uber Heilungsversuche mit Radium bei Gebir- 
mutterkrebs mit — Sitzungsb. d. 
Budapest. k. Arzte., 1913, ii, 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


The author gives a list of the numerous points 
that are still undecided in radium treatment and 
concludes that in spite of the many questions and 
doubts in regard to it, it is still a beneficent method 
of treatment, and experiments in its use should be 
extended by the state, society, and physicians. 
With previous methods of treatment only 20 per 
cent of the patients suffering from uterine cancer 
had any chance of recovery. The other 80 per cent 
were hopeless, but with radium astonishing effects 
have been produced. The hemorrhage stops in a 
few days, also the odor, the discharge and the 
terrible pains; restful sleep is reéstablished, as well 
as appetite and cheerfulness and the patients resume 
hope. In the tumors treated with radium there is 
not only interstitial cicatrization but destruction of 


cancer-nests, so it may be hoped that the cure will 
be permanent. But even if actual recovery is not 
obtained, radium at least frees the patient from 
great suffering and makes the disease more endur- 
able. HorvATH. 


Wertheim: Radium Treatment of Cancer of the 
Uterus (Radiumbehandlung des Gebirmutter- 
krebses). Wien. klin. Wehnschr., 1913, xxvi, 1648. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The author reports 19 cases of his own of carci- 
noma of the uterus, 9 of which were operable, 1 a 
border-line case, and 9 inoperable. They were 
treated with large doses of radium and mesothorium 
with strong filtration. Among the 9 inoperable cases 
there were no brilliant results; complete disappear- 
ance of the tumor occurred only in cases of super- 
ficial carcinoma. 

Wertheim believes he could have secured as good 
results from excochleation, cauterization, or vaginal 
amputation of the cervix. While there was not a 
satisfactory deep effect in the cases that were later 
examined microscopically, there was considerable 
injury observed in a number of cases, consisting of 
general weakness, emaciation, weakness of the 
heart, headaches, diarrhoea, rises of temperature, 
conditions of excitement, and sleeplessness. There 
were other injuries of a local nature, such as necrosis 
of the tissues, which was not always limited to the 
site of the diseased focus, infiltration of the pelvic 
connective tissue, thickening of the peritoneum, 
inflammation of the lower bowel, disturbances in 
the function of the bladder, and more or less severe 
pain. He believes that these injuries can be very 
much reduced by means of adequate technique, 
especially with sufficient filtration, but with large 
doses even strong filtration cannot entirely over- 
come such harmful effects, and he believes that the 
radical operation may be made considerably more 
difficult after radium and mesothorium treatment, 
and that it will show a greater mortality. 

The operation is rendered more difficult by the 
infiltration, the hyperemia and sclerosis of the 
pelvic connective tissue, while the changes in the 
general condition make the prognosis considerably 
worse. 

For future work the author recommends lead fil- 
ters 1-2 mm. thick for the part to be irradiated, 
2-3 mm. thick for the surrounding region, and 10 
to 20 layers of gummed paper to guard against sec- 
ondary rays. He intends to give up large doses 
entirely, and apply continuously not more than 
3000 milligram hours, with several days’ intervals 
between. LEMBCKE. 
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Schauta, F.: Experience in the Gynecological 
Clinic with Radium and Mesothorium in the 
Treatment of Cancer (Die bisherigen Erfahrungen 
der I. Frauenklinik mit Radium und mesothorium 
bei Krebs). Wien. med. Wehnschr., 1913, \xiii, 2953. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The author has noted in addition to the favorable 
local effect on the cancer, sometimes to the extent 
of complete disappearance, severe general effects 
during the application; aiso hemorrhage in two 
cases, a vesico-vaginal fistula in one and a recto- 
vaginal fistula in one. Operabie cases should le 
advised to have operation and after-treatment with 
radium; severe and inoperable cases should be given 
radium treatment, unless they show severe degrees 
of cachexia or complete involvement of the vesico- 
vaginal and rectovaginal septa. Method of treat- 
ment: three applications of 40-50 mg. radium, each 
lasting 5 days, with intervals of ten days; 100 mg. or 
more should be used only in exceptional cases and 
then applied only for a short time. Real cures can 
as yet not be reported. W6ssNER. 


Glynn, E. and Bell, W. B.: Rhabdomyosarcoma of 
the Uterus. J. Obst. & Gynec. Brit. Emp., 1914, 
ZXV, I. By Surg., Gynec. & Obst. 

The authors give a treatise on this rare neoplasm, 
based on two recent cases, with a review of 18 cases 
previously reported. 

A pathological description reveals a very complex 
tumor. The transversely striated muscle-cells are 
very few and form only a small portion of the 
growth, small spindle and round cells being present, 
sometimes forming a stroma for the larger muscle- 
cells. Other elements are (1) multinucleated cells or 
sarcoblasts, noted in 5 cases; (2) myxomatous 
tissue, in 7 cases; (3) cartilage, 5 cases; (4) gland 
tissue, 6 cases. These neoplasms come under the 
category of mesodermal mixed tumors and probably 
arise from displacements of embryonic mesodermal 
tissue from the lumbar region during early feetal 
life. While the glandular elements may be derived 
from the Miillerian ducts, it is more probable that 
they are persisting uterine glands and may undergo 
collateral hyperplasia or even carcinomatous de- 
generation. CAREY CULBERTSON. 


Kolde, W.: Myxosarcoma of the Uterus (Uber 
Myxosarcoma uteri). Arch. f. Gyndk., 1913, ci, 


181. 
By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 
The author points out the extreme rarity of myx- 
osarcoma of the uterus; if the distinction is made 
between true myxosarcoma and sarcoma with 
secondary myxomatous degeneration, Meyer holds 


there are only two cases in the literature. The 
case reported is a myxomatous fibrosarcoma of the 
uterus in a woman 42 years old, who had been suffer- 
ing from severe hemorrhage. The whole uterine 
cavity was filled with a soft tumor originating from 
the body of the uterus. Macroscopically it was 
seen to be made up of connective tissue and muscular 


bands, distended with a mucous substance; micro- 
scopically the connective-tissue basis of the tumor 
looked in some places like fibroma, in others like 
spindle-celled sarcoma. Staining with thionine 
decided the diagnosis; the wall of the uterus was 
stained bright blue; narrow bright blue processes 
extended from it, which contained areas of varying 
size that were colored violet, which is the staining 
reaction of mucous. METTIN. 


Bretschneider: Myomatous Uterus Treated with 
R6éntgen Rays (Mit Roéntgensirahlen behandelter 
myomatéser Uterus). Zentralbl. f. Gyndk., 1914, 
XXXViil, 135. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

The author presented a specimen obtained on 
operation, a myoma as large as an ostrich egg from 
the posterior wall of the uterus, and projecting 
partially into the cavity of the uterus. Also several 
small myomata. The ovaries were also removed. 
They were not atrophied and on section showed 
numerous spots grayish yellow and varying in size 
from the head of a pin to that of a hemp seed; they 
were not sharply circumscribed. The specimen 
came from a patient who had had twenty réntgen- 
ray treatments. As there had been no results the 
patient demanded operation. 

The author leaves unsettled the question as to 
whether the case was a failure of réntgen treat- 
ment. From his experience he does not see why the 
operative treatment of myoma of the uterus should 
be given up. Among 104 operations for myoma 
he lost one patient. He opposes réntgen treatment 
chiefly because among 180 cases he found 8 cases of 
malignant degeneration of the myoma. He regards 
a myoma as not cured when, after irradiation, alarge 
tumor still remains. RUNGE. 


Sippel, A.: Treatment of Myomata of the Uterus 
with R6éntgen Rays (Die Behandlung der Uterus- 
myome mit Réntgenstrahlen). Miinchen. med. 
Wchuschr., 1913, 1x, 2226. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

The author discusses the 6 cases of myoma of the 
uterus that he has treated with réntgen rays in the 
past six and one-half months, following Albers- 
Schénberg’s method, with the exception that he 
used a shorter focal distance and a 3 mm. aluminum 
filter. He is not convinced of the harmlessness of 
Gauss’ method of giving large doses. The effect 
of the milder irradiation is slower than that of the 
intense irradiation, but it is effective, and moreover 
the results of the first method have extended over a 
period of five years, so we are in a position to form a 
better judgment as to distant results. 

The chief indications for irradiation are found in 
those myomata that cause severe haemorrhage by 
developing toward the cavity of the uterus and the 
mucosa. Young women need much larger doses 
than women nearing the climacteric. It must be 
borne in mind also that even when amenorrhcea is 
attained the myoma cells are not destroyed, and that 
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these patients must be kept under observation. 
Operative treatment is still indicated for all cases 
that are not suitable for irradiation. If the pro- 
liferative myoma cells are accessible to the specific 
effect of the réntgen rays the indications for irradia- 
tion must be extended. LOHFELDT. 


Newnham, W. H. C.: Fibroid Uterus. 
Med.-Chir. J., 1914, xxxii, 37. 
By Surg., Gynec. & Obst. 


The author recommends Baer’s method of supra- 
vaginal hysterectomy as the safest and easiest 
operation for uterine fibroids. The possibility of 
cancer occurring in the vaginal stump is slight. 
He states that the strongest advocates of total 
hysterectomy for fibroids are probably those who 
have had but a limited experience. One or both 
ovaries should be preserved, as the severity of 
artificial menopause is prevented and marital 
relations are not interfered with. The author 
does not believe that the menopause has any 
tendency to cause fibroids to disappear. Rather, 
he thinks that it causes them to grow faster. 

He advises the removal of the fibroid as soon as it 
is recognized. The complications which may arise 
in an unoperated case are then briefly discussed. 
In a series of 119 operations. there was but one 
death. Epwarp L. CorNELL. 


Wagner, J.: Removal of a Submucous Fibroid 
under Local Anesthesia. [nlernat.J.Surg., 1914, 
xxvii, 81. By Surg., Gynec. & Obst. 


The author’s belief is that many operations can 
easily be done under local anesthesia, especially 
around the rectum, vagina, and extremities. 

The case operated was that of a woman 51 years 
old. She had been suffering from diabetes for 
1o years. For 3 years past she had been flowing 
excessively, passing many clots. For the last month 
the flow has been continuous, causing great weakness 
and anemia. On examination the cervix was found 
dilated two finger’s-breadth, and in the os a protrud- 
ing mass could be palpated. Operation for a sub- 
mucous fibroid was advised. 

Preceding the operation, one-quarter grain of 
morphia was given. The local anesthetic was 
hemesia, Lynch’s preparation. This was injected 
around the cervix and into the uterus for about two 
inches after which an anterior hysterotomy was 
done. The fibroid arising from the fundus was 
enucleated, and the uterus packed. At no time 
during the operation did the patient feel any pain. 

EUGENE CARY. 


Bristol 


Béclére: Réntgen Treatment of Myoma of the 
Uterus (Die Réntgentherapie der Uterusmyome). 
Fortschr. a. d. Geb. d. rontgenstrahl., 1913, xxi, 284. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


Béclére reports the cases that he has treated in his 


private practice. He began at the end of 1908 to 
treat myomata of the uterus with réntgen rays and 
since that time has scarcely changed his technique. 


Generally he gives one treatment a week, each treat- 
ment consisting of at least two irradiations, one on 
the right and the other on the left of the midline of 
the abdomen with a lead glass tube 10 cm. in diame- 
ter. Among 60 patients with clinically demonstrable 
myomata, the uterus decreased more or less in size 
in 58. Two had already passed the climacteric; in 
56 the menses disappeared during the treatment. 
In two patients the menses did not completely stop. 
The average duration of treatment was three 
months. It was the exception for the menses to 
appear more than twice after the beginning of treat- 
ment. The greatest importance in prognosis is to 
be attributed to the decrease in size of the myoma, 
and the author concludes that in treating myomata 
with réntgen rays the direct effect of the rays on 
the myomatous tissue should be sought for rather 
than their effect on the ovaries. Hirscu. 


Heimann, F.: Irradiation of Carcinoma of the 
Uterus (Zur Strahlenbehandlung der Uteruscarci- 
nome). Berl. klin. Wehnschr., 1914, li, 12. 

By Zentralbl. f. d. ges. Gynak. u. Geburtsh. s. d. Grenzgeb. 


Among 18 inoperable carcinomata of the uterus, 
5 of which should be excluded, 6 were markedly 
influenced by the combined method of mesothorium 
and réntgen irradiation; the putrid crater disap- 
peared and the cervix was covered with epithelium. 
Seven that are still under treatment have greatly 
improved; the hemorrhage has stopped, the secre- 
tion lessened, the crater grown smaller and the 
weight increased. Although no carcinoma can now 
be demonstrated at its former site, it cannot be defi- 
nitely asserted that recovery has taken place. The 
technique is as follows: thirty mg. mesothorium, en- 
closed in a tube lined with 2 mm. of silver, is filtered 
through 3 mm. of lead and applied for 168 hours. 
Then a rest of 3 to 6 weeks is given, followed by 
7 days’ application again. The réntgen irradiation 
is given vaginally and abdominally, 40 to 50 times, 
25 X at a sitting. Effects may be expected 3 to 4 
weeks after the first series of irradiations. Dorn. 


Beckmann, W.: Cystic Fibromyoma of the Uterus 
(Uber cystische Fibromyome des Uterus). St. 
Petersb. med. Ztschr., 1913, XXxviii, 323. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

Beckmann discusses cystic myoma, based on three 
cases that he operated upon successfully. Three 
forms can be distinguished from the pathological 
anatomy; (1) Cyst formation as the result of 
necrotic degeneration of a myoma; (2) Lymph- 
angiectatic cystic myoma; (3) Cystic adenomyoma. 

Cystic degeneration of myomata sometimes 
causes an acute illness that resembles the symptom- 
complex caused by torsion of the pedicle of ovarian 
tumors. Fever often arises as the result of absorp- 
tion and auto-intoxication. Sometimes there is 
fluctuation, which may lead to a mistaken diagnosis 
of ovarian tumor. Treatment is operative; réntgen 
treatment may even cause the condition to grow 
worse. HANNES. 
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Weishaupt, E.: Eosinophilic Leucocytes in In- 
flammatory Infiltration, Especially in Car- 
cinoma of the Uterus Treated with and without 
Irradiation (Uber eosinophile Leukocyten in 
entziindlichen Infiltraten, besonders der mit und 
ohne Strahlentherapie vorbehandelten Uterus- 
carcinome). Arch. f. Gyndk., 1913, ci, 480. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

The examination for local increase of eosinophilic 
leucocytes showed positive results in 59.3 per cent 
of the cases, most of them carcinoma of the female 
genitalia. In other tumors and in inflamed tissues 
there was a local increase of eosinophiles in only 20 
per cent of the cases. 

In an alveolar carcinoma of the cervix that had 
been treated with small doses of réntgen rays, there 
was a maximum increase in eosinophilic leucocytes, 
but with only a few badly preserved plasma-cells. 
Eosinophilic leucocytes, and plasma-cells as well, 
occur in great numbers only in somewhat succulent 
living tissue; they disappear from necrotic and scle- 
rotic hyaline tissue, regardless of whether this con- 
dition has arisen spontaneously or as the result of 
irradiation. 

Local eosinophilia is found in beginning as well as 
advanced carcinoma, and in those that show necro- 
sis and hemorrhage, as well as those that do not. 
Local eosinophilia is less uniform and less pro- 
nounced than plasma-cell infiltration in carcinoma; 
it is independent of infiltration with neutrophile 
leucocytes. In areas with local eosinophilia there 
is always an increased number of eosinophilic 
leucocytes in the blood-vessels of the region. 


Poth, H.: Torsion of the Myomatous Uterus 
(Kasuistischer Beitrag zur Achsendrehung des 
myomatésen Uterus). Zentralbl. f. Gyndk., 1913, 
XXXVii, 1147. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

A fifty-six-year old unmarried woman had passed 
the menopause five years before. At 35 years of 
age her abdomen had begun to increase in size. 

Four weeks before the present illness there had been 

increased growth of the abdomen, pain, and con- 

stipation. Two days before the operation she was 
troubled with sudden severe pain, vomiting, and 
complete constipation. Laparotomy was _per- 
formed because torsion of the pedicle of a tumor of 

the right ovary was suspected. There was a 

hemorrhagic exudate in the abdominal cavity. 

A tumor as large as a man’s head was found, at- 

tached by a short pedicle to the anterior surface 

of the soft fundus. It was removed after the pedicle 
was ligated. The uterus with the adnexa and the 
right broad ligament was twisted 360° around its 
long axis from right to left. It was amputated 
with the adnexa at the point of torsion. The myoma 
weighed 3750 gms. On the anterior surface of the 

fundus there was a subserous myoma as large as a 

walnut, and on the posterior surface an interstitial 

one the size of a dove’s egg. The torsion was 
probably started by the patient’s work as a seam- 


stress, and the immediate cause was probably 
active peristalsis and change of position in sleep. 
Eighty-two cases of torsion of a myomatous uterus 
are described in the literature. MoRrALLER. 


Peterson, E. A.: 
Cervix Uteri. 


Streptococcic Infection of the 
Med. Rec., 1914, Ixxxv, §71. 
By Surg., Gynec. & Obst. 

Examination of a young girl of 18 years showed 
the vulva to be the seat of an intense erysipeloid 
inflammation involving the entire genitals and the 
surrounding skin for a distance of one inch. This 
was accompanied by much itching and burning. 
Leucorrhoea was also present. Three such attacks 
occurred and the leucorrhoea at no time ceased 
between attacks although antiseptic douches were 
used. 

After the third attack, a vaginal examination was 
made and the portio vaginalis of the cervix was 
found to be red and denuded of mucous membrane. 
After a treatment of daily applications of argyrol 
tampons for a month, the condition was cured. 
Bacteriological examination showed the presence of 
many short-chained streptococci. There was no 
recurrence of the former condition and the leucor- 
rhoea ceased. EUGENE Cary. 


Whitehouse, B.: Syphilis in Relation to Uterine 
Disease. J. Obst. & Gynec. Brit. Emp., 1914, xxv, 
12. By Surg., Gynec. & Obst. 

This paper is a preliminary report on a series of 
18 cases of chronic metritis, of which a history of 
syphilis was obtained in but one, but of which 7 
gave a well-marked positive reaction to the Wasser- 
mann test. The author had usually regarded fibrosis 
uteri as being a reparative process secondary to 
degeneration of the myomatous elements. Espe- 
cially in elderly women this was thought to be the 
result of arteriosclerosis, but in the light of the 
positive Wassermann reaction it would appear that 
this fibrosis is also at times associated with a 
syphilitic element. This agrees with Andrews’ 
observation that certain lesions of advanced syphilis 
are intrinsically fibrotic from the beginning, as the 
hepatic cirrhosis and pulmonary induration in the 
syphilitic infant. Many lesions in the acquired 
disease take the same form. 

The writer’s investigations were made along two 
lines of inquiry: (1) the application of the Wasser- 
mann reaction to patients who present uterine 
lesions, and (2) attempts to demonstrate the 
spirochete pallida in the tissues or secretions of the 
uterus. Thus far Whitehouse has failed to show the 
organism in sections stained by Giemsa’s method. 
It should be noted that, of the 7 cases reported as 
yielding strongly positive Wassermann reactions, 
all were multipare. The conclusions thus ten- 
tatively formulated are as follows: 

1. The importance of recognizing a form of 
fibrosis of the uterus produced by the virus of 
syphilis, in other words, the existence of a true 
syphilitic fibrosis. 
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2. The necessity of testing by the Wassermann 
reaction all patients who present clinical pictures 
of chronic metritis and fibrosis, since this may 
provide the only evidence of the syphilitic nature 
of the affection. 

3. The exact proportion which cases of syphilitic 
fibrosis bear to similar gross changes produced by 
other factors must at present remain undetermined 
until a longer series of cases has been investigated. 

CAREY CULBERTSON. 


Welton, T.: Why the Uterus Should Not Be Cu- 
retted; a Substitute for Curettage, with a 
Report of Two Hundred and Eight Cases. Long 
Island M.J., 1914, viii, 81. By Surg., Gynec. & Obst. 


Eliminating the uterine curette as a means of 
laboratory diagnosis and confining the question 
to one of therapeutics, Welton questions whether 
or not uterine curettage is ever justifiable. 

All of the conditions which usually have been 
thought to call for uterine curettage are discussed 
more or less at length and many explanatory ex- 
amples are given to show wherein uterine curettage 
is not only futile, but absolutely harmful. ‘But, 
after all,” continues the author, ‘‘the main objec- 
tion to uterine curettage is the utter impossibility 
of thoroughly curetting the interior of the uterus.” 

Welton believes that in the vast majority of 
cases — perhaps all cases of puerperal septicemia 
— the curette is not only useless but criminal. Asa 
substitute for the curette, he offers the application 
of the 50 per cent tincture of iodine to the inside 
of the uterus. The technique of this procedure is as 
follows: 

After the cervix is dilated, strips of gauze, six to 
eight inches long, which have been previously 
soaked in the 50 per cent tincture of iodine, are 
introduced by means of a uterine sound, into the 
cavity of the uterus. Each strip is left in the uterus 
about one minute; then another strip is introduced. 
If a drain is required, the last strip of iodinized gauze 
is left in the uterus and removed in about eight 
hours. 

In 208 cases, including 34 abortions of all types, 
2 miscarriages, and 13 post-partum septiczemias, the 
endometrium was iodinized, as above indicated, and 
in no case was the curette used except for diagnostic 
purposes. 

The following conclusions may be formulated: 

1. The curette is a dangerous instrument and is 
not capable of doing that which it was originally 
intended to do. 

2. Curettage in the hands of the inexperienced 
is a difficult and dangerous operation. 

3. Curettage is many times employed without 
reason, has become a habit handed down from a 
past generation, and could well be dispensed with 
altogether. 

4. The 50 per cent tincture of iodine (official) 
applied to the inside of the uterus is, at the present 
time, the best substitute for uterine curettage. 

Harvey B. MATTHEWS. 


Patton, W. T.: A Case of Supplemental Vicarious 
Menstruation Cured by Submucous Resection 

of Nasal Septum. Laryngoscope, 1914, xxiv, 184. 

By Surg., Gynec. & Obst. 


The author reports a case of a woman 20 years old, 
who had hemorrhage from the nose for three days 
preceding each menstrual flow. On examination, 
the nasal system was found to be deviated in an 
““S”-shaped deformity, touching the turbinates 
on both sides. 

A submucous resection was done and since that 
time no hemorrhage has occurred preceding the 
menstrual periods. EUGENE Cary. 


Whitehouse, H. B.: Physiology and Pathology of 
Uterine Hemorrhage. Lancet, Lond., 1914, 
clxxxvi, 877. By Surg., Gynec. & Obst. 


This paper deals with the physiology of uterine 
hemorrhage. The most interesting point brought 
out, as a result of the author’s experience, is the 
effect of the cervical and uterine secretions on the 
menstrual blood. 

It was noted that the formation of a menstrual 
clot was usual in the lower animals and by question- 
ing 120 women it was found that 50 per cent found 
small clots in their menstrual flow. The question 
arose, ‘“‘Why does not all the blood clot?” An 
attempt by the author and Maitland to discover 
an antithrombin gave only negative results. 

Whitehouse makes the statement that “with the 
healthy and normal endometrium clotting always 
takes place in the uterine cavity.”” This was dis- 
covered when an attempt was made to obtain blood 
from the uterine cavity by means of a uterine 
catheter. The blood always clotted in the tube, 
even when the tube was oiled and paraffined. 

The question arose as to whether there was not a 
specific thrombolysin in the uterine secretion. To 
prove this, menstrual blood, both vaginal and 
uterine, was obtained and added to blood from the 
basilic vein. This mixture clotted in a short time, 
and on incubation the clot was resolved within from 
6 to 24 hours. In other experiments it was found 
that this thrombolytic property of menstrual blood 
acted quantitatively. When experiments were 
carried out to show a fibrinolytic substance with 
ox-blood, the experiments were negative. 

Next the effects of mucin, calcium, salts, lactic 
and butyric acids—substances present in menstrual 
blood—were tried on the coagulation of blood and 
resolution of the clot — they were negative. 

The author notes in passing that ovarian blood- 
cysts have a thrombolytic action, but in contra- 
distinction to menstrual fluids they contain no 
calcium salts, while menstrual fluids contain more 
than the usual amount. 

In brief, it is shown that the menstrual discharge 
must be classed under two heads; viz., (1) contents 
of the uterus, and (2) contents of the vagina. The 
menstrual blood clots very rapidly in the uterus and 
is then digested by a lysin and passes into the vagina 
usually in a fluid state. 
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The author discusses the histological character- 
istics of the menstruating endometrium, as described 
by Alderand Hitschman. The condition is divided 
into (1) premenstrual, (2) menstrual, and (3) post- 
menstrual stages. The premenstrual period is the 
time when the cells of the endometrium have reached 
their highest stage of physiological development and 
at this time they exhibit in many cases a decidual 
appearance or a ‘“‘decidual reaction,” as shown in 
figures in the original article. 

If pregnancy does not now take place, menstrual 
hemorrhage occurs and tissue cells are lost. The 
post-menstrual period is a reconstructive period. 

As regards factors in the production and cessa- 
tion of menstrual hemorrhage there are three possi- 
bilities: (1) the effect of uterine contractions limit- 
ing the supply of blood, (2) the action of hormones 
producing capillary dilatation in utero, and (3) a 
biochemical function of the endometrium. Bell 
and the author have both caused uterine contrac- 
tions in rabbits by injection of uterine secretions, 
so in this way, by reabsorption, uterine blood flow 
may be limited. Bond has gone into this chemical 
composition of uterine secretions and has artificially 
produced hydrometria for experimental purposes, 
in rabbits. Whitehouse performed six experiments 
on rabbits with this in mind and reached the follow- 
ing conclusions: 

““The experiments, as far as the investigation has 
gone, appear to show that the uterine secretion in 
rabbits, at least, is under the control of the ovaries 
both as to amount and physiological action. The 
normal secretion apparently aids coagulation of the 


blood—a point of interest when it is remembered 
that pro-cestrum in this animal is not associated as 


a rule with external hemorrhage. The secretion 
also appears to stimulate cestrum. Bond’s experi- 
ments have shown that when the fluid is pent up, 
as in artificial hydrometra, cestrum is frequent and 
prolonged, and the author’s investigations certainly 
tend to confirm Bond’s observations. It appears pos- 
sible, therefore, that uterine secretion, stimulated and 
controlled by an ovarian hormone, is partly absorbed 
and produces that dilatation of vessels which is 
characteristic of the late stages of pro-cestrum and 
immediately precedes cestrum.” 
The effects of extracts of sheep’s endometrium 
and ovary containing corpus luteum on the uterus 
and ovaries of rabbits was ried, but only negative 
results were obtained. EUGENE Cary. 
Polland, R.: Dermatosis Dysmenorrhoica Sym- 
metrica (Weitere Beitriige zur Dermatosis dysmen- 
orrhoica symmetrica). Arch. f. Dermat. u. Syph., 
1913, CXVili, 260. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

This disease affects only women who have more 
or less menstrual disturbance. Most cases show the 
lipoid reaction of Neumann and Hermann. The 
skin affection begins with hyperemia of the peri- 
follicular vessels, followed by serous or bloody 
exudation and the formation of vesicles on the 
epidermis. 
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In mild cases the process ends in a few days; in 
severe cases there may be necrosis in the nature of 
an infarct, which extends entirely through the cutis 
and heals slowly, leaving severe scars. The erup- 
tion may appear over the whole body, but it is almost 
always symmetrical. The disease often appears as a 
symptom of puberty. Therapeutically, ovaraden 
triferrin seems to have a good effect. The author 
thinks it certain that the skin symptoms are not 
artefacts. The etiology seems to indicate a dis- 
turbance of the internal secretion of the ovary, but 
nothing is known as to the nature of it. 

The author rejects the theory that it is a tropho- 
neurotic disturbance. To prove that dermatosis 
dysmenorrhoica symmetrica is an independent clin- 
ical entity, he discusses the so-called angioneuroses, 
which have the characteristics of herpes, and can be 
traced to lesions of definite nerves. RUHEMANN. 


Friedrich, M.: Amenorrhoea and Tuberculosis; a 
Clinical and Experimental Study (Amenorrhée 
und Phthise. Eine klinische und experimentelle 
Studie). Arch. f. Gynék., 1913, ci, 376. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

The results of the author’s experiments are as 
follows: Amenorrhoea very frequently accompanies 
pulmonary tuberculosis; therefore it has been very 
commonly assumed that there was a causal relation 
between them. Lipoid determination does not 
show any such relationship. It is probable that the 
ovaries are very sensitive organs and the cessation 
of their function shows a decreased resistance of the 
body or a disturbance in the equilibrium of metab- 
olism. Animal experiments did not show that 
lipoidemia favored the dissemination of the tuber- 
cular process; in fact they indicated the contrary. 

Tuberculosis made marked progress only in preg- 

nancy, which shows that special factors are at work 

in this condition. In intoxications there was no 
effect on the process either for good or evil. But 
lipoidemia is an important factor in pregnancy. 

It is possible that in this condition lipoid determina- 

tion may be a valuable means of diagnosis. 

RUNGE. 


Van Teutem, E. S.: Does Retroflexion Cause 
Symptoms (Macht Retroflexio Symptome)? 
Maandbl. v. verlosk. en vrouwenz., 1913, li, O11. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

The answer to the above question seems to the 
author important from a medicolegal standpoint. 

He examined 441 parous and 212 nulliparous women 

at the Leiden gynecological clinic and concluded that 

retroflexion without symptoms is very unusual. 

Sixty-four per cent of the parous and 75 per cent of 

the nulliparous women complained of pain, pain 

in the abdomen and in some cases sciatica, etc. were 
to be attributed to the retroflexion; 79 per cent of 
the multipare and 69 per cent of the nullipare had 
menorrhagia; 37 and 73 per cent dysmenorrhea; 

50 and 53 per cent too frequent menses; 56 and 54 

per cent irregular menstruation; and 1 per cent of 

the nullipare amenorrhcea. 
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There was leucorrhoea in 77 per cent of the 
multipare and 62 per cent of the nullipare, while 
the same symptom occurred in anteflexion in only 
45 and 20 per cent of the cases. Sterility was not 
increased by retroflexion but the tendency to abor- 
tion was. About 20 per cent of the women com- 
plained of general disturbances such as nervousness 
and stomach disorders. 

Asthenic symptoms were found twice as often in 
women with retroflexed uteri as in women with uteri 
in a normal position. In almost all of the cases the 
author believes the symptoms were to be attributed 
to the retroflexion. Asthenia is rarely, diseases of 
the adnexa and prolapse practically never the cause, 
as the tables relate only to movable retroflexions 
doubtful cases were eliminated. C. H. Stratz. 


Stark, S.: The Etiology of Pelvic Prolapse, Ana- 
tomically Considered. Lancet-Clin., 1914, cxi, 369. 
By Surg., Gynec. & Obst. 

The views presented are the result of dissecting 
seven pelves from subjects who had met with 
laceration of the outlet and presented varying 
degrees of prolapse. 

Differences in character and degree of descent of 
pelvic structures are dependent upon variations 
in the nature of existing lesions. Although the 
paper only takes cognizance of prolapse due to 
anatomical trauma with the sequela thereof, the 
author states that the same underlying principles 
can be made to apply to congenital prolapse, to 
that associated with spina bifida, extrophy of the 
bladder, and that consequent upon senility. It is 
his belief that prolapse is at all times the direct 
result of a fault in the connective-tissue structures 
of the genito-urinary organs. He has no faith in 
the influence that the levator ani or any other 
perineal muscle directly exercises as supporting 
agent and believes that this power is only operative 
through the medium of its fascia. It is high time, 
he thinks, that reference to tears through the levator 
ani muscle and textbook illustrations of this char- 
acter were eliminated, for they are pure figments of 
the imagination. In all the minute dissection made 
by Tandler and Halban, Edward Martin and 
Liepman, not once did they encounter a tear through 
the levator muscle. 

The author then takes up the normal position of 
the genito-urinary organs. This is followed by a 
description of the anatomy of the pelvis and the 
réle played by the various fascial layers. From his 
studies, Stark holds that the descent of the uterus 
or bladder wall is entirely due to damage to the 
pelvic connective tissue; and prolapse of the vagino- 
rectal septum to a lesion of the connective tissue of 
the pelvic outlet. It is an accepted observation 
that complete laceration of the perineum is very 
often unattended with descent of the pelvic viscera. 
The enlargement of the genital hiatus is the direct 
result of a defect in the perineal fascia, which per- 
mits the levatores to roll outward and consequently 
toward the lateral wall of the pelvis. The atrophy 


and fatty degeneration are secondary conditions 
following the pressure and circulatory disturbance 
occasioned by the prolapse. Epw. L. CorNELt. 


Schubert, G.: Transplantation of Fascia in the 
Treatment of Total Prolapse (Die Verwertung 
der freien Fascien-transplantation zur Heilung des 
Totalprolapses). Zentralbl. f. Gyndk., 1914, xxxviii, 


2i. 
By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The author describes in detail a procedure by 
which he tries to supplement the defective function 
of the ligaments of the uterus by means of trans- 
planted fascia. By fixing a band of fascia in the 
region of the sacro-uterine ligament the prolapsed 
part of the lower segment of the uterus is lifted up 
and held in a position of anteflexion by a sort of lever 
action, the fulcrum of the lever being about at the 
level of the insertion of the round ligament in the 
normal uterus. By fixing the free end of the band 
of fascia to the abdominal musculature the fulcrum 
is kept from sinking further. Bruno Wotrr. 


Watkins, T. J.: Transposition of the Uterus and 
Bladder, in the Treatment of Extensive Cysto- 
cele and Uterine Prolapse. J. Mich. St. M. Soc., 
1914, xiii, 127. 

Cystocele is hernia of the bladder — uterine pro- 
lapse is hernia of the uterus. The transposing of the 
relative positions of the bladder and uterus cures 
the cystocele. The bladder rests upon the posterior 
surface of the uterus. The uterus plugs the hernial 
opening. There has been no recurrence, to the 
author’s knowledge, of the cystocele in an experi- 
ence of sixteen years. Some recurrence of the 
uterine prolapse has occurred in 5 to 10 per cent of 
cases. 

The fundus, the cervix, or the fundus and cervix 
may protrude into the vaginal orifice. This, 
however, is easily remedied by a second operation. 

The operation should be modified as required in 
each individual case as follows: (1) Very large 
uterus; (2) hypertrophied or much elongated cervix; 
and (3) extensively elongated broad ligaments. 

The modified technique consists in: (1) Excision 
of part of the large uterus, the anterior wall, and 
part of the fundus, (2) high amputation of the cer- 
vix; (3) when much of the uterus is removed or a 
high amputation made, excision of all of the uterine 
mucosa simplifies the technique. 

Thorough “reaming out” of the cervix is valuable 
in cases of complete uterine prolapse. Firm closure 
of the perineum is essential to a good result. 


Stickel, M.: Experimental Study of the Effect of 
Glands of Internal Secretion on the Activity of 
the Uterus (Experimentelle Untersuchungen iiber 
den Einfluss der Driisen mit innerer Sekretion auf 
die Uterustitigkeit). Arch. f. Anat. u. Physiol., 
1913, 259. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


Spontaneous contractions of the uterus are only 
rarely found in virgin rabbits. In rabbits which have 
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delivered young there are almost always spontaneous 
contractions, while in rabbits which have been 
castrated the curve resembles that of virgin rabbits. 
The uterine curve of rabbits whose ovaries have 
been treated with réntgen rays is similar. The 
virgin uterus responds the least, the pregnant uterus 
the most, to oxytocics. 

The substances that stimulate the uterus to con- 
tractions in rabbits that have been delivered of 
young are ovarian extract, a corpeus luteum 
extract of cattle and ovarian extract of normal 
rabbits and those that have been treated with 
réntgen rays. Corpus luteum extract has the most 
pronounced effect but the effect is less marked in 
castrated animals. 

Extract of ovaries of rabbits that have been treated 
with réntgen rays has an especially active effect on 
the uterus of rabbits that have been treated with 
the rays. He comes to the conclusion that there is 
in the body of the rabbit a hormone that inhibits 
uterine contraction, and that there is an ovarian 
hormone that is antagonistic to it. Lampe. 


Schmauch, G.: The Thyroid Gland in Woman 
and Its Effect on Menstruation and Pregnancy 
(Die Schilddriise der Frau und ihr Einfluss auf 
Menstruation und Schwangerschaft). Monatschr. f. 
Geburtsh. u. Gynik., 1913, Xxxviil, 662. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The difference between man and woman is due 
not only to the ovary but to the whole system of 
glands with internal secretion. The periodicity 
and greater irritability of the organs is specifically 
feminine. Periodicity is manifested by menstrua- 
tion, which does not depend on ovulation alone but 
must be regarded as a product of polyglandular 
activity. The participation of the thyroid is shown 
by its increase in size during the period. 

A further evidence is furnished by the history of a 
case of amenorrhoea with menstrual molimen in 
which thyraden had a temporary curative effect. 

The periods often occur prematurely during thy- 
roid therapy, a case being reported by the author, 
in which migraine appearing first at the time of the 
periods and then more frequently was cured by 
thyraden. 

In another woman with symptoms of Basedow’s 
disease there was a decrease in the menstrual dis- 
charge, in a later stage of hypothyroidism it was 
increased, and still later under thyroid medication it 
returned to the earlier type. 

In the beginning of pregnancy there is frequently 
insufficiency of the thyroid gland. A normal course 
is possible only if the gland is sufficiently active. 
All changes in metabolism, such as the removal of 
calcium, phosphorus, etc., for the nutrition of the 
foetus, irritate the glands with internal secretion, 
evidence of which is found in the insufficiency of the 
adrenals, manifested by pigmentation, and in hyper- 
trophy of the hypophysis and thyroid. A case of 
threatened eclampsia was favorably influenced by 
thyroid medication. 


The hypersecretion of the thyroid enables the 
mother to give up more salts for the nutrition of 
the foetus. If this were not the case the maternal 
organism would be exhausted by the foetus, there- 
fore women who have lost the necessary elasticity 
of the organs suffer much from pregnancy. After 
delivery the functional capacity of the glands is 
decreased again without any disturbance; this 
decrease is as inexplicable as the earlier increase. 
Ovulation may furnish the stimulation for the forma- 
tion of myomata; pregnancy interrupts this period- 
ical stimulation, and may therefore tend to prevent 
them. In one case a myoma was found during 
pregnancy that could not be demonstrated two and 
one-half years later. Sterility frequently produces 
numerous unpleasant symptoms that disappear 
with the beginning of pregnancy. KERMAUNER. 


ADNEXAL AND PERIUTERINE CONDITIONS 
Meyer, R.: Pathological Anatomy of the Ovary 


(Beitrige zur pathologischen Anatomie des Ovari- 
ums). Verhandl. d. deutsche path. Gesellsch., 1913, 


390. 
By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


The chief sources of ovarian cysts are: (1) Cysts 
which originate in periodphoritis by heterotopic 
proliferation of epithelium and the formation of an 
epithelial lining to abscess cavities; (2) cysts of the 
rete and of the medulla; and (3) parenchymatous 
cysts, in which follicular cysts and corpus luteum 
cysts may be distinguished. Meyer draws a sharp 
distinction between these two forms contrary to 
most authors. A further peculiar form is cystic 
atresic follicles with partial accessory lutein border 
formation and the partial persistence of granulosa 
epithelium in completely atresic follicles with lutein 
formation. GOLDSCHMIDT. 


Keller, R.: Functional Test of Activity of the 
Ovary (Uber Funktionspriifungen der Ovarial- 
titigkeit). Muiinchen. med. Wchnschr., 1913, |x, 2162. 


By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

The author reviews the experiments of Cristo- 
foletti and Adler as to the inhibitory effect of the 
ovary on the chromaffin system. The subjects 
were 4 patients with amenorrhcea, 3 in the meno- 
pause, and 13 castrated women. There was a 
strongly positive reaction only 5 times after an 0.3 
mg. adrenalin solution was used: in 2 cases of 
marked symptoms of the climacteric there was no 
reaction, and on the other hand it was positive in 
2 cases of severe menstrual hemorrhage. The 
reaction to 0.0005 gr. atropine and 0.005 gr. pilo- 
carpine was positive only 5 times out of 13 cases 
of severe menstrual bleeding, in one of which the 
adrenalin reaction was also positive; in 9 normal 
control cases it was positive 3 times. 

The conclusion is that the function of the ovary 
cannot be tested by the reaction after injections of 
adrenalin or of atropine and pilocarpine. 

BUTZENGEIGER. 
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Perkins, C. W.: Cancer of the Ovary with Rupture 
in a Child of Eight Years. J. Am. Inst. 
Homeop., 1914, vi, 790. By Surg., Gynec. & Obst. 


Perkins gives a short résumé of the literature and 
reports a case of sarcoma of the ovary in a girl of 
eight years. 

At the Massachusetts General Hospital, between 
1870 and 1910, there were only 54 cases of cancer 
of the ovary; in 6 of these there was no operation; 
in 19 there were at autopsy evidences of ascites; 5 
cases were sarcoma, but one of these had ascites. 
No ages were given. Lahey reported a case of 
carcinoma of the ovary in a girl eleven years old. 
According to Pfannensteil, the average age in his 
series was thirty-two years. 

It is said that sarcoma of the ovary is almost 
always primary and that if secondary it is from the 
uterus. In Perkins’ case, the uterus was normal, 
but the omentum was sarcomatous so that the 
growth must have been secondary to the omentum. 

The following conclusions are appended: 

1. The accurate diagnosis of malignant tumors in 
young girls is rarely possible. 

2. Fluid in the abdomen in a child, without 
general anasarca, provided pericarditis and cirrhosis 
be excluded, should always be investigated by ex- 
ploratory laparotomy. 

3. Ovarian tumors in young girls should be 
removed immediately. 

4. The occurrence of metastatic nodules in sur- 
rounding structures is almost certain. 

Harvey B. MATTHEWS. 


Klein, G.: A Hitherto Unrecognized Function of 
Malignant Ovarian Tumors (Uber eine bisher 
nicht bekannte Funktion maligner Ovarialtumoren). 
Zischr. f. Geburtsh. u. Gynak., 1913, Ixxv, 132. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


On the microscopical examination of two malig- 
nant papillomata of the ovary the author found 
immediately under the surface epithelium of the 
villi, and only there, that the connective tissue was 
saturated with serous fluid. This was due to 
absorption on the part of the tumor epithelium, 
which had taken up fluid from the lymph-spaces of 
the abdominal cavity. This fluid may possibly 
have a toxic effect on tumors. If this is true, the 
appearance of ascites in malignant tumors is to be 
regarded as a protective procedure on the part of 
the body designed to destroy the tumor. There- 
fore the subcutaneous injection of ascitic fluid may 
be regarded as a rational therapeutic measure. 

RITTERSHAUS. 


Lewitsky, M. D.: Primary Carcinoma of the Tube 
(Zur Frage des primiren Tubencarcinoms). Zéschr. 

f. Geburtsh. u. Gynak., 1913, xxviii, 1805. 
By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 
A short description is given of the published cases 
of primary carcinoma of the tube. From these and 
his own cases the author describes the clinical and 
pathological-anatomical picture of the disease. 


Preceding inflammation of the tube is an etiological 
factor. Most cases are in women who have had no 
children or only one. It generally appears during 
the climacteric. Cramplike pains are among the 
early symptoms. There is leucorrhcea which is first 
serous, then seropurulent, and finally bloody. It 
is periodical and when it appears the tube decreases 
in size. Frequently there is dysuria, but often there 
is no decided cachexia. The symptoms mentioned, 
except the cramplike pains, are inconstant, therefore 
there are difficulties in the clinical diagnosis. 
Primary carcinomata of the tube are of papillary 
structure, from the size of a plum to that of a child’s 
head, and hard in consistency. They are mostly 
situated in the true pelvis to one side and behind the 
uterus. Microscopically they may be papillary or 
villous, alveolar or mixed, generally the latter. As 
to the structure of the epithelium they are cylindrical 
celled cancers. Unfavorable conditions of nutrition 
lead to degenerative processes and deposition of 
calcium. Extension of such cancers is by continuity 
and metastasis. The treatment consists of operation 
by laparotomy. ‘There are different methods of 
operation: the radical, the supravaginal, removal 
of both tubes, or removal of only the diseased tube. 
Recurrence is frequent and generally apppears be- 
tween the nineteenth and twentieth month. As 
many cases show, the result depends not onthe meth- 
od of operation, but on the operation being per- 
formed early. GINSBURG. 


Fonyé, J.: Primary Carcinoma of the Tube (Uber 
das primaire Tubencarcinom). Zentralbl. f. Gyndk., 
1913, XXXVii, 1317. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

Cancer of the tube has only been diagnosed in 

6.5 per cent of the cases. Fonyé distinguishes: 
cancer of the mucous membrane, (a) simple papil- 
lary carcinoma, (}) alveolar papillary carcinoma; 
and cancer of the wall of the tube, alveolar carcino- 
ma (Friedenheim). He regards the papillary type 
as the chief one, the others being merely variations 
of it. None of the methods of treatment have been 
successful because the diagnosis is generally not 
made until the disease is in an advanced stage. 
As only the early stages give any hope of cure by 
radical operation, and as diagnosis at this stage is 
very difficult, Fonyé recommends that radical 
total extirpation with removal of the retroperitoneal 
glands be performed in all cases of doubtful tumors 
of the adnexa. K. HorrMann. 


Kraus, E.: Epithelial ow in the Tube, 
Resembling Carcinoma (Uber carcinomihnliche 
Epithelwucherungen in der Tube). Gyndk. Rund- 
schau., 1913, vii, 885. 

By Zentralbl. f. d. ges. Gynak. u. Geburtsh. s. d. Grenzgeb. 

The author examined 60 inflamed tubes histologi- 
cally: thirty-eight showed no proliferation of the epi- 
thelium and 22 showed proliferation. Three of these 
resembled carcinoma; the epithelium had penetrated 
the entire stroma. This similarity to carcinoma has 
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been described by most authors in connection with 
tuberculosis, but Von Franqué had a case in a non- 
tubercular salpingitis; the author found that it was 
not tuberculosis, but inflammation, that was respon- 
sible for the proliferation. Among the 60 cases there 
were only 4 cases of tuberculosis and none of these 
showed any similarity to cancer. 

The author explains the extreme degree of pro- 
liferation as follows: The products of inflammation 
stimulate the epithelium to proliferation; in places 
where the secretion stagnates, the irritation acts 
over a longer time and the proliferation continually 
progresses. The question of the etiological relation 
between cancer and inflammation cannot be de- 
cided, for it is generally very difficult to decide 
whether the inflammation or the cancer came first. 
He does not decide the question of whether the 
epithelial proliferation is really carcinomatous. 

ROTHMANN. 


Child, Jr., C. G.: The Surgical Treatment of the 
Tube and Ovary. J. Obst. & Gynec. Brit. Emp., 
1913, Xxiv, 278. By Surg., Gynec. & Obst. 

Child contributes a general article on the technical 
phase of his subject. His conclusions are: 

1. When operating by the abdominal route the 
pus should always be removed by aspiration before 
any extensive separation .of adhesions is attempted. 
This prevents soiling the peritoneal cavity, and, by 
decreasing the bulb of the tumor, eases up on the 
adhesions, adding very materially to the subsequent 
ease of the operation. 

2. Drainage should not be used in other than 


exceptional cases, such as the mixed infections, and 
where there is a great deal of oozing from raw sur- 
faces, and then the drainage should be per vagina. 
3. The transverse incision should be used for 
greater exposure of the field of operation, with less 
exposure of the intestines. 
4. In closing the abdominal wound the use of 


absorbable suture material should be avoided. 
Better results are to be obtained with non-absorbable 
non-infectible material. 

5. The condition of the appendix should be in- 
spected without fail to make sure that it is not in the 
pelvis. Carey CULBERTSON. 


EXTERNAL GENITALIA 


Ruge, E.: Construction of Vagina from Sigmoid 
Flexure by Laparotomy (Ersatz der Vagina 
durch die Flexur Mittels Laparotomie), Deutsche 
med. Wchnschr 1014, xl, 120. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The author gives a short critical discussion of the 
two chief methods of replacing the defective vagina, 
then he describes a procedure successfully performed 
on one of his patients. He made a transverse inci- 
sion of the fascia just above the symphysis. The 
free loop of the flexure was brought forward and a 
piece 15 cm. long excluded, with the mesentery at- 
tached. It was ligated above and below with linen 


ligatures. The excised piece was laid aside in damp 
compresses while the two openings in the flexure 
were sutured together circularly with a continuous 
linen and an invaginating catgut suture. The inci- 
sion in the mesentery was then closed with fine 
sutures. A canal was made with dressing forceps 
from the vulva through the floor of the pelvis, and 
the ligature at the lower end of the excised piece of 
intestine seized and drawn through it until it pro- 
jected 1 cm. in front of the vulva. The peritoneum 
of the pelvic floor was sutured to the piece of in- 
testine with two catgut sutures. ‘he mesentery of 
the flexure was fastened to the pedicle of the vessel 
by a catgut suture so that it was separated by the 
rest of the flexure from the remaining contents of 
the abdomen. The abdominal wound was sutured; 
the ligature was removed from the end of intestine 
in front of the vulva and the intestinal mucous mem- 
brane sutured with catgut to the skin of the vulva. 
MorALLER. 


Curtis, A. H.: The Etiology and Bacteriology of 
Leucorrheea. Surg., Gynec. & Obst., 1914, xviii, 299. 
By Surg., Gynec. & Obst. 

The author’s paper is the forerunner of one on 
treatment. A twenty-months’ study of 75 cases 
furnishes the basis for the report, which includes a 
detailed description of bacteria common to leucor- 
rhoea. 

The author finds that the uterine cavity tends to 
remain free from bacteria in cases of chronic puru- 
lent vaginal discharge. 

Mucus from the cervix may promote the develop- 
ment of purulent discharges, the usual seat of for- 
mation of which is the lower genital tract. 

Gonorrheeal infection is the exciting cause of 
leucorrhoea in the majority of women who have 
never been pregnant. After causing changes 
favorable for the development of mildly pathogenic 
organisms the gonococcus tends to disappear. This 
suggests that a chief part played by it in chronic 
cases consists in preparing the soil for leucorrhcea- 
producing anaérobic bacteria. 

Relatively small numbers of staphylococci and 
colon bacilli are found except in patients who fre- 
quently use douches. Streptococci are wanting in 
fresh smears but develop from diplococci in cultures. 

The great contingent of leucorrhoeal bacteria 
consists of anaérobes, of which gram-negative bacilli 
form a large proportion. These bacteria attack 
the tissues with low resistance and apparently play 
an active part in the production and maintenance 
of leucorrhcea. Consideration of the influence on 
leucorrhcea exerted by various lesions, e. g., lacera- 
tions, displacements, etc., is reserved for a later date. 


Varella, C.: Treatment of Simple Vaginal Hydrocele 
by Adrenalin (Traitement de l’hydrocéle vaginale 
simple par l’adrénaline). Imprensa med., 1913, xxi, 
335. By Journal de Chirurgie. 


Varella reviews the difficulties in the treatment of 
vaginal hydrocele. In puncture followed by the 
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injection of tincture of iodine there is pain which 
keeps the patient in bed for several days, frequent 
recurrence, etc.; the tunica vaginalis is often so 
thick that it is difficult to turn it back, and if it is 
excised there is an injurious effect on the function of 
the testicle. Therefore, he has adopted Rupfle’s 
treatment, puncture followed by the injection of 
adrenalin, which is a simple method, harmless, pain- 
less, and effective, and it can be performed in the 
office without keeping the patient from his work. 

Rupfle first treated vaginal hydrocele by this 
method, the idea resulting from the reading of 
Barr’s treatment in 1904 of several cases of serous 
effusion, pleural, pericardiac and ascitic, by the 
injection of 1:5000 adrenalin, the injection being 
repeated two or three times, the result being that 
effusions which could not be overcome in any other 
way disappeared. Rupfle decided to apply the 
method in the treatment of two cases of vaginal 
hydrocele, one of which had lasted for 10 years and 
the other for 7 years. Both cases had been treated 
unsuccessfully by repeated puncture, with or with- 
out injection of alcohol, iodine, etc. Rupfle removed 
several hundred ccm. of the liquid and injected 2 
ccm. of 1:5000 adrenalin. The results were the same 
in the two cases: a little after the injection there 
was severe pain, then for a few days slight symptoms 
of inflammatory or irritative reaction with a little 
effusion, which disappeared after a few days, with 
drying up of the hydrocele in a few weeks. There 
was no recurrence, 9 months after the operation. 

Rupfle found the method simple, harmless, and 
efficacious and decided to use it commonly in his 
practice. Dziewoncki also used the method as a 
result of reading Barr’s article. In two cases he 
withdrew 4 to 5 ccm. of hydrocele fluid and injected 
half a ccm. of 1:1000 adrenalin. There was little or 
no reaction and also little effect. Five days later in 
one case and 8 days later in the other he repeated 
the injection, the result being moderate reaction 
with redness and swelling, but little pain. Two 
weeks after the first injection both patients were dis- 
charged cured. Five months later one of them was 
seen again without recurrence. 

Barr’s method deserves to be tried in cases where 
for any reason radical treatment by partial excision 
of the tunica vaginalis cannot be performed. The 
latter operation remains the method of choice. The 
chief point urged against it, injury to the function of 
the testicle, does not occur if the resection is only 
partial, as Ancel and Bouin have shown. It is only 
Bergmann’s total excision that produces atrophy of 
the spermatic part of the gland with preservation of 
the interstitial part. P. pe Rio BRANca. 


Benda, C.: Case of External Female Pseudoher- 
maphroditism (Fall von Pseudohermaphroditis- 
mus femininus externus). Berl. klin. Wechnschr., 
1914, li, 66. 

By Zentralbl. f. d. ges. Gynak. u. Geburtsh. s. d. Grenzgeb. 


Autopsy was performed on the body of a two- 
months’ old boy. Externally there were completely 


developed male genitalia, except that there were no 
testicles in the scrotum, in conjunction with a female 
vagina, uterus, tubes and ovaries. This is the most 
complete case of pseudohermaphroditism that has 
thus far been observed and Benda proposes the 
name pseudarrhenia for it. In the hope of discover- 
ing true hermaphroditism he examined the ovaries 
for male gland formation but found none. 

Great importance is sometimes attached to Ley- 
dig’s interstitial cells in the way of internal secre- 
tion, but the author does not believe this is justified 
because the cells of all the other glands with internal 
secretion are epithelial in nature, while these are 
connective tissue; they are also found in very vary- 
ing amounts in the functioning testicles of very near- 
ly related animals. There is a certain influence of 
the adrenal cortex on the sexual characteristics of 
both sexes. In this case there was tremendous 
hyperplasia of the suprarenals, especially a true 
glandular proliferation of the parenchyma of the 
cortex. Fiebiger reports that in all the more extreme 
degrees of pseudarrhenia there is a proliferation of 
the cortical substance and Kraus reports suprarenal 
tumors accompanied by development of virile hair. 

EHRENBERG. 


MISCELLANEOUS 


Busse: Gynecological Examinations and Opera- 
tions in Psychoses (Gynikologische Unter- 
suchungen und Operationen bei Psychosen). 
Munchen. med. Wchnschr., 1913, 1x, 2863. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


The author was astonished to find how frequently 
gynecological diseases were found in mentally 
diseased women. Abnormalities in position were 
usually most frequent as a result of injuries during 
delivery. Inflammations of the internal and ex- 
ternal genitalia of the adnexa, the parametrium and 
vagina, were frequent; also myomata and other 
tumors. Sometimes the internal genitalia were 
completely lacking. A very interesting discovery 
was the relative frequency of abnormalities of 
development of the uterus and ovaries, hypoplasia, 
aplasia, and infantilism. 

Most of the operations were for the correction of 
displacements. In a considerable number of these 
cases the ovaries were removed also, and later the 
effect on the psychosis was tested by means of 
Abderhalden’s reaction. Some of the operations 
were for myoma, the usual technique being em- 
ployed, but the results of laparotomies with the 
transverse incision seemed to be better than with 
any other incision. RUNGE. 


Friedel: Gynecological Examinations and Opera- 
tions in Psychoses (Gynikologische Unter- 
suchungen und Operationen bei  Psychosen). 
Miinchen. Med. Wchunschr., 1913, 1x, 2863. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The author and Busse examined 200 cases, in 10 
per cent of which gynecological operations were per- 
formed. Two hysterical patients who had been 
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castrated, one 30 and one 2 years before, showed no 
effect on their psychoses. The imbeciles were often 
kept in the institution only on account of the fear 
of their having illegitimate children. 

In epileptics improvement was seen after abortion. 
In the cases of circular insanity different gynecolog- 
ical affections were demonstrated, but in spite of 
them the patients had recovered from previous 
attacks of insanity. 

In dementia precox castration was performed in 
the two following groups: (i) Where the attacks 
were repeated after several deliveries with progres- 
sive mental failure; (2) in patients with periodic 
conditions of excitement, with the hope of in- 
fluencing this condition. It is too early to pass 
judgment on the operations. RUNGE. 


Waldstein, E. and Ekler, R.: The Demonstration 
of Absorbed Spermatozoa in the Female Body 
(Der Nachweis resorbierten Spermas im weiblichen 
Organismus). Wéien. klin. Wehnschr., 1913, xxvi, 
1689. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The authors tried to answer the question of what 
becomes of the spermatozoa in the female body 
after cohabitation, by means of the Abderhaiden 
reaction. They used rabbits as experimental ani- 
mals and found that ordinarily there is no ferment in 
rabbits’ blood that breaks up testicular substance. 
But after cohabitation in 15 animals the blood 
showed the property of decomposing testicular 
substance. Moreover, the same animals reacted 
positively that had before reacted negatively. This 
shows that as a result of cohabitation a ferment is 
developed in the female body that reacts specifically 
to testicular substance. The same reaction was 
found in 9 out of 10 cases during pregnancy, but the 
reaction was not so strong as after coitus. The 
conclusion naturally would be that the reaction was 
brought about in some other way during preg- 
nancy, probably through the intermediation of the 
foetus. FRANKENSTEIN. 


Von Franqué, O.: Pathology and Treatment of 
Genital Tuberculosis in Women (Pathologie und 
Therapie der Genitaltuberkulose des Weibes). 
Wiirsburg. Abhandl. a. d.Ges. d. prakt. Med., 1913, 


xiV, I. 
By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


Von Franqué discusses the etiology of genital 
tuberculosis in women, and asserts that it generally 
begins in the tubes, while the ovaries are extraor- 
dinarily resistant to tuberculosis. Primary steril- 
ity and dysmenorrheea are often results of genital 
tuberculosis, and a yet graver condition is the 
tendency to carcinoma produced by tuberculosis. 
He then considers tuberculosis of the individual 
genital organs. The treatment should be operative, 
either excision of the tubes or radical operation. 


The question is discussed of the effect on each 
other of pregnancy and tuberculosis. Tuberculosis 
of the placenta is much more frequent than was 
formerly supposed, but communication of tuber- 
culosis to the child either within the uterus or at 
delivery is very rare, and the fact of a congenital 
predisposition is not satisfactorily established, so 
that it is not justifiable to interrupt pregnancy for 
the sake of the foetus, but it is undoubtedly justi- 
fiable to sacrifice the pregnancy to save the mother. 
Abortion should be considered only when it can 
reasonably be expected that it will improve the 
mother’s condition. if the tuberculosis is so far 
advanced that it seems nothing will stop it, then the 
child’s welfare must be considered. The earlier the 
pregnancy is terminated the more favorable the 
influence on the tuberculosis. Care must also be 
taken that the woman does not become pregnant 
again; so operative sterilization should be _per- 
formed or vaginal amputation of the body of the 
uterus with a view of excluding the dangerous 
placental site, as suggested by Von Bardeleben. 

J. Kern. 


Hoehne, O. and Behne, K.: Length of Life of 
Homologous and Heterologous Spermatozoa 
in the Female Genital Tract and in the Ab- 
dominal Cavity (Uber die Lebensdauer homologer 
und heterologer Spermatozoen in weiblichen Genital- 
apparat und in der Bauchhdhle). Zentralbl. f. 
Gyndk., 1914, Xxxviii, 5. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


The less acid in the vaginal secretion the longer 
the spermatozoa retain their motility in the vagina. 
In the markedly acid secretion of pregnant animals 
they lose their motility very quickly, so that after 
an hour no living ones can be found. Human 
spermatozoa were found to be destroyed very quickly 
in the supravaginal segment of the genital tract 
of rabbits and guinea pigs; some individual speci- 
mens lived as long as 4 days. Even the spermatozoa 
of the same species mostly died after 2 days and 
after 6 days no more could be found at all. 

The authors conclude that after the third day it 
is exceptional for active spermatozoa to be found in 
the uterus. There is no ground for assuming that 
spermatozoa capable of impregnation can be found 
for several days in the healthy tube of the sexually 
mature female. The spermatozoa probably remain 
capable of functioning only a short time in the 
tube, at the very most not more than three days. 
The spermatozoa that penetrate the peritoneum 
generally succumb to phagocytosis and are usually 
destroyed within from 4 to 20 hours. The length of 
life of the spermatozoa depends on the activity of 
the walls of the genital tract. The healthier the 
female and the more active the genital mucous 
membrane the quicker the spermatozoa are de- 
stroyed. Hotste. 
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PREGNANCY AND ITS COMPLICATIONS 


McGuire, S.: Evolution of Treatment of Ectopic 
Pregnancy. South M. J.., 1914, vii, 208. 
By Surg., Gynec. & Obst. 

The author gives a short historical sketch of the 
evolution of the treatment of ectopic pregnancy 
and also criticizes some of the methods now in 
vogue. He reviews the last fifty cases which have 
been under his care. Six had recurrences in the 
tubes remaining—of this he is positive, as he per- 
formed a subsequent operation for ectopic pregnancy. 
He knows that ; patients have since had one or more 
pregnancies in the uterus. The figures are not 
accurate as he was unable to locate all the patients 
in the list. 

The author is opposed to the removal of the 
opposite tube, unless it is obviously hopelessly 
diseased, thus making it possible for pregnancy to 
occur in the uterus. Epwarp L. CorNELL. 


Farrar, L. K. P.: Interstitial Pregnancy; with 

Report of a Case. Post-Graduate, 1914, xxix, 168. 

By Surg., Gynec. & Obst. 

Farrar gives a collective review including history, 

etiology, course, diagnosis, and treatment and 

bibliography of interstitial pregnancy and reports a 
case occurring in his practice in 1909. 

HENRY SCHMITZ. 


Phillips, M. H.: A Case of Peritoneal Implantation 
of an Ovum. J. Obst. & Gynec. Brit. Emp., 1914, 
REV, 31- By Surg., Gynec. & Obst. 

Abdominal section had been performed on a 
patient for profuse intraperitoneal bleeding. As 
blood was oozing from among the fimbriz of the 
left fallopian tube, this tube was removed. Later 
on, careful examination of the tube showed that the 
bleeding was due to the presence of small areas of 
trophoblast and early chorionic villi situated at 
the bases of two of the fimbrie, but there was no 

complete implantation sac. On the other hand, a 

hemorrhagic nodule, with a peritoneal covering, 

which was excised from the lateral pelvic wall, has 
been found to contain an early ovum completely 
embedded in the extraperitoneal connective tissue. 

This peritoneal mass, an ovoid a little less than one 

inch in diameter, was made up chiefly of blood-clot 

with a serous coat exteriorly. More deeply the 
nodule was covered by lobules of fat and areas of 
oedematous alveolar tissue. Serial sections showed 
marked dilatation of the blood-vessels and, in the 
middle portion, a compressed and distorted ovum. 

Its longest axis measured 1.5 mm. There was no 

embryonic rudiment, but simply a blastocyst with 


its external covering of cyto- and plasmodi-tropho- 
blast in single and multiple layers, and a mesoblastic 
core of a poorly staining matrix with occasional 
stellate cells. The trophoblast and stroma showed 
localized projections indicative of early villous for- 
mation. The ovum was surrounded by a lacunar 
space containing blood corpuscles and some poorly 
staining trophoblast. 

The tube showed, at the bases of the fimbriz, 
a small blood-clot, beneath which were several 
strands of chorionic villi and small clusters of cel- 
lular and plasmoidal trophoblast, all staining well. 
The author suggests that the fimbrial end of the 
tube has formed part of the implantation site of the 
ovum, that it has been separated from the ovum 
and the rest of the implantation site, but has re- 
tained a few villi and some trophoblast. This sepa- 
ration probably occurred some considerable time 
previous to the hemorrhage which occasioned the 
operation. CAREY CULBERTSON. 


McAllister, F. J.: Eclampsia. Jowa M.J., 1914, xx, 

436. By Surg., Gynec. & Obst. 

McAllister relates his experience with eclampsia 
and reports six cases. 

In the first case eclampsia occurred at term and 
immediate delivery stopped the convulsions. In 
the second case eclampsia occurred during the sixth 
month of pregnancy. This case was also delivered 
and given veratrine; after four days of unconscious- 
ness she recovered. The third case was one of 
eclampsia two hours after a normal delivery. 

The fourth case was a primipara, six months 
pregnant. Her urine was loaded with albumin. 
The delivery took place 15 hours after the onset but 
the patient died. The fifth case was one of eclampsia 
on the ninth day. The delivery was normal and at 
no time was there albumin in the urine. The patient 
died in spite of vigorous treatment. The sixth case 
was a primipara of 23 years, who was at full term 
when the convulsions began. Her urine contained 
over 5 per cent of albumin. She was treated for 
rapid pulse and fever and after several days recov- 
ered. EUGENE Cary. 


Cerecedo, M.: The Most Effective Treatment of 
Pernicious Vomiting, (Die wirksamste Behandlung 
unstillbaren Erbrechens). Siglo Med., 1913, Ix, 


546. 
By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


had been treated without 
effect by other methods recovered rapidly upon the 
administration of adrenalin, 10 drops of a 1:1000 
solution twice daily by the mouth; subcutaneous 


Seven cases that 


injection was not necessary in any case. In one 





OBSTETRICS 59 


case 10 to 20 drops of a 1 per cent cocaine solution 
before each meal was a valuable auxiliary treatment, 
and where there was serious loss of strength nucleo- 
arsitol was given, one injection daily for ten days, 
repeated after a week’s pause. 

Vomiting in pregnancy, as well as eclampsia, is 
instigated by the ovum, but its primary cause is 
probably an insuffiency of metabolism in the liver 
and secondarily in the kidney, from intestinal 
intoxication, therefore diet is an important prophy- 
lactic treatment for both conditions. A milk 
and vegetable diet should be given. Bowel move- 
ments should be kept normal by cholagogues, such 
as rhubarb, cascara, and calomel. MICHAEL. 


Schiipbach, A.: Pernicious Anzmia in Pregnancy 
and Labor (Uber perniziése Animie in Schwan- 
gerschaft and Wochenbett). Cor. Bl. f. schweiz. 
Arzte, 1913, xliii, 1535. 

By Zentralbl. f. d. ges. Gynak. u. Geburtsh. s. d. Grenzgeb. 

This disease is often observed where pregnancies 
follow one another too quickly and lactation is 
prolonged. It is distinguished from cryptogenetic 
pernicious anemia by the fact that it is curable. A 
constitutional factor is the cause of it; perhaps also 
an insufficient formation of antihemolysins for the 
synthesis of iron that takes place on the surface of 
the placenta under the influence of the syncytial 
plasma. 

The decrease in iron absorption in the second half 
of pregnancy points to the formation of antihemoly- 
sin. The morbidity among pregnant women is 
0.15 to 0.22 percent. There is exhaustion, yellow- 
ish pallor, cedema, dilatation of the heart, heart 
murmurs, often premature delivery after which the 
mother’s condition grows worse. The mortality 
according to the Italians is 25 to 50 per cent, ac- 
cording to Payr 100 per cent. If anemia appears 
shortly before delivery the prognosis is bad; if 
during the puerperium, better. The infantile 
mortality is due to premature delivery. | Monr. 


Kohlmann, W.: The Czesarean Section in Ante- 
Partum Hezemorrhage. JN. Orl. M. & S. J., 
1914, lxvi, 655. By Surg., Gynec. & Obst. 

Kohlmann states that in cases of central or 
lateral placenta previa, pregnancy being at or near 
term, the living child, the mother in good condition, 
the cervix closed or only slightly dilated, cesarean 
section should be the operation of choice. 

The author cites a case of central placenta praevia 
which he operated. The mother and child left the 
hospital on the ninth day in good condition. 

In premature separation of the placenta or 
abruptio placentg, the author also advises section. 
He reports a case of this kind which he operated 
upon with excellent results. The hemorrhage in 
this case began after a coughing spell near full 
term and could not be stopped by tampons. In 
this case pituitrin was given as a hemostatic just 
before the uterus was opened and very little blood 
was lost. EUGENE Cary. 


Maclaren, A. and Daugherty, L. E.: Intraperito- 
neal Hzmorrhage, with Special Reference to 
Hemorrhage from Ruptured Tubal Pregnancy. 
St. Paul M. J., 1914, xvi, 137. 

By Surg., Gynec. & Obst. 


The authors call attention to the fact that intra- 
peritoneal hemorrhage resulting from trauma, direct 
or indirect, is of frequent occurrence. Also that 
the amount of force exerted by a blow on the abdo- 
men and the visible signs of injury are noindex to the 
damage done to the internal organs. Direct violence 
is not necessary, for cases have been reported where 
a simple muscular action has produced a rupture of 
the liver or spleen. 

Of the solid viscera, the liver is most frequently the 
site of a tear. Crushing injuries are perhaps the 
most common. Tilton reported 365 cases of in- 
juries to the solid viscera. Of this number, 189 were 
of the liver and 176 of the spleen, kidney, and pan- 
creas. Hzmorrhage from the liver is best controlled 
by packing the rent with gauze. 

Rupture of the spleen follows next in frequency 
after the liver. Many of these cases show previous 
disease of the spleen. Not infrequently it happens 
that the capsule itself is not injured, and while the 
laceration may be of great extent, yet the bleeding 
into the peritoneal cavity will not occur until the 
capsule ruptures from internal pressure. In such 
cases the diagnosis is extremely difficult. Rupture 
of the spleen requires its removal, and this may be 
done without hesitation. 

Rupture of the pancreas or injury to the mesen- 
teric vessels, while not so common, do occur and 
should always be considered in making a diagnosis. 

Probably the most frequent cause of intra- 
peritoneal hemorrhage is due to some form of extra- 
uterine gestation. The causes of ectopic gestation 
are theoretical to a very large extent. The in- 
flammatory theory of Tait and the mechanical 
theories are given, none of which are satisfactory. 

Immediate operation, except in the moribund 
cases, is advised and any dilatory procedures are 
characterized as dangerous. 

The question of the removal of the tube in these 
cases is sometimes very important from the stand- 
point of the patient and will have to be determined 
by the cause of the abdominal pregnancy and the 
danger to the woman’s life. At all odds, it should 
be borne in mind that in certain selected cases it is 
justifiable to leave the tube, thus giving a ray of 
hope to the woman that she may again conceive. 

When a pelvic hematoma has formed and there 
are no further signs of hemorrhage, it should be let 
alone, for it will be absorbed in time. If the haema- 
toma becomes infected and goes on to abscess 
formation, a post-vaginal section should be done 
and drainage inserted; then, if necessary, a laparot- 
omy should be done later, when the previous vaginal 
drain will be in the best possible position and will 
assist very materially in the ultimate recovery of 
these very bad cases. 

A report is given of 54 ectopic gestations treated 
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by the authors in the last 22 years. Out of these 
55 cases, 6 died, giving a general mortality of 11 per 
cent, while in the last 11 years, 33 of these 55 cases 
were treated with only one death. 

Harvey B. MAtTHEws. 


Boero, E. A.: Treatment of Hemorrhage with the 
Placenta Located in the Lower Segment of 
the Uterus (Behandlung der Blutung beim Sitz 
der Placenta auf dem unteren Uterinsegment). 
Rev. Soc. med. argent., Buenos Aires, 1913, xxi, 633. 

By Zentralbl. f. d. ges. Gynak. u. Geburtsh. s. d. Grenzgeb. 


Cesarean section is rejected as a treatment for 
placenta previa. The assertion that the low inser- 
tion of the placenta robs the lower uterine segment of 
its contractility by the proliferation of villi in the 
musculature and that it is therefore a physiological 
necessity to avoid its distention in delivery by 
means of cesarean section, is disproved by the 
demonstration of hardened specimens and by 
showing the extraordinary rarity of rupture of this 
segment in placenta previa. The only case of 
rupture that the author knows of occurred on the 
side of the cervix opposite to the point of insertion. 

Among 80 cases of placenta previa treated con- 
servatively in the author’s clinic during the past 
6 years, 3 died of acute anemia—3.75 per cent— 
and two of infection—z.50 per cent. Two of the 
former had almost bled to death when they came in, 
so that only one death can really be accredited to 
the clinic—1.25 per cent. The morbidity of the 
remainder in the puerperium was 24 per cent, infan- 
tile mortality 70 per cent; among these, 22 came 
to the clinic dead and fivein avery serious condition, 
29 died in the clinic—36 per cent—and 24—30 per 
cent—survived. 

After reviewing the various surgical and obstet- 
rical methods of treatment the author comes to the 
following conclusions: (1) The ease with which the 
cervix can be dilated in placenta previa indicates 
that the natural route should be utilized in its 
treatment. (2) The low maternal mortality when 
treatment is undertaken at the right time does not 
justify caesarean section after the beginning of 
labor, nor premature delivery. (3) By good ob- 
stetrical training the mortality of three-fifths of the 
cases, due to active interference and infection, can 
be lessened. (4) Complications of placenta previa 
may demand cesarean section. (5) In central 
placenta previa the technical skill of the obste- 
trician should decide the question. (6) The pro- 
phylactic treatment of abnormally situated pla- 
centa should consist in sending the patient at once 
to a hospital which would lessen both morbidity 
and mortality. MICHAEL. 


Kreiss, P.: Heart Disease and Pregnancy (Herz- 
fehler und Schwangerschaft). Zentralbl. f. Gyndék., 
1913, XXXVii, 1805. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


Heart disease is only rarely made worse by 
pregnancy. From 1903 to 1912 at the Dresden 


gynecological clinic pregnancy was artificially 
ended on account of uncompensated heart lesions 
only 26 times, 1.1 per cent, among 23,577 deliveries 
and abortions. Of the 26 cases, 4 died. 

The coincidence of heart disease and nephritis is 
especially dangerous, but there is no absolute indica- 
tion for the interruption of pregnancy. First, 
absolute rest is necessary; then treatment according 
to the rules of internal medicine with digitalis, 
caffein, camphor, adrenalin, and alcohol. If cedema 
and serous effusions do not disappear, and congestion, 
especially of the kidneys, cannot be overcome, then 
abortion is indicated. 

If the heart disease is very severe or combined 
with other serious diseases the preliminary attempts 
to avoid abortion may be omitted. Vaginal cesa- 
rean section is to be rejected if there is extreme con- 
gestion, on account of the danger of hemorrhage. 
In such cases if the child is living the classical 
cesarean section should be performed so as to spare 
the heart the effect of the pains. Hirscu. 


Jaschke, R. T.: Prognosis of Diseases of the Kidney 
in Pregnancy, Especially in Women with Heart 
Disease. Arch. f. Gynék., 1913, ci, 396. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


Only those kidney diseases are of importance 
that are accompanied by an increase in blood- 
pressure, and therefore make greater demands on 
the heart. The acute form of the so-called ‘“‘kid- 
ney of pregnancy” shows little or no increase in 
blood-pressure and is amenable to treatment; it 
places practically no burden on the heart. The 
chronic form on the other hand makes great de- 
mands on the heart and is very difficult to treat. 
The prognosis is made worse by the fact that in 6 to 
8 per cent of the cases eclampsia threatens, with 
its enormous demands on the heart. It is often 
difficult to decide whether it is a case of disease of 
the kidney, of pregnancy, or of chronic nephritis. 

There are forms of the kidney of pregnancy that 
are almost impossible to treat, the pressure going 
up as high as 230 to 240. These kidney affec- 
tions are almost as hard on the heart as chronic 
contracted kidney; its work is so enormously in- 
creased that even a previously normal heart may 
fail. The situation is especially dangerous in preg- 
nancy if there is a combination of heart and kidney 
disease. The prognosis depends on the condition 
of the heart muscle. In any case it is a very serious 
complication and the author recommends in all 
cases of pregnancy, in women with heart disease 
complicated by a kidney disease in which there is 
increased blood-pressure, that pregnancy be in- 
terrupted, and so by lessening its work give the 
heart its only chance. Harm. 


Schenck, B. R.: Pulmonary Tuberculosis and 
Pregnancy. J. Mich. St. M. Soc., 1914, xiii, 157. 
By Surg., Gynec. & Obst. 


There is by no means a unanimity of opinion 
regarding the treatment of the pregnant woman 
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afflicted with pulmonary tuberculosis. At the 
last International Tuberculosis Congress the most 
variant views were expressed, some holding the older 
idea that it is best in most cases to allow the preg- 
nancy to continue, others stating most emphatically 
that radical measures should be taken to end the 
gestation. 

It has been estimated that there are annually in 
the United States from 22,000 to 44,000 tuberculous 
pregnant women. It is probable that there are 
annually, in the state of Michigan, from 700 to goo 
pregnant women who have active tuberculosis. 

In considering the propriety of therapeutic 
abortion, a sharp distinction must be made between 
those patients who have a quiescent, or a healed 
lung lesion and those in whom the process is active. 
A failure to make this distinction accounts, to some 
extent, for the differences of opinion which have been 
expressed. Moreover, the history of a healed lesion 
or the assumption, on insufficient grounds, of present 
trouble has far too frequently been used as an excuse 
for terminating a pregnancy. 

Spontaneous abortion rarely happens as an 
effect of pulmonary tuberculosis. It occurs only 
in the case of patients prone to miscarry on account 
of extensive lacerations, where the added strain of 
coughing is adequate to bring it about, or where 
there is sufficient toxazemia to cause the death of the 
foetus. In the vast majority of cases the child 
develops normally and reaches term comparatively 
unaffected. Such children should be separated 
from the mother immediately after birth. The- 
oretically, healthy children may be born of tuber- 
culous mothers and, if properly treated, live to 
adult life. Practically, however, this ideal is not 
reached, for Ziekel reports a mortality during the 
first year of such children of 58 per cent; Diebel, 
78 per cent; Weinberg, 78 per cent; Pankow and 
Kupfeile, 54.5 per cent. 

The effect of pregnancy on the pulmonary lesion: 
If we will go over the histories of a number of 
sanatorium patients, we will find that in many cases 
the active trouble is dated back to a certain preg- 
nancy or puerperium. At the present time the 
weight of authority favors the view that pregnancy 
affects pulmonary tuberculosis unfavorably. Pro- 
phylaxis is therefore most important. 

Pregnancy having taken place, each patient must 
be carefully studied and each case judged according 
to all the circumstances. It would appear that 
there is now sufficient justification for therapeutic 
abortion in practically all cases of active tuber- 
culosis. With our present knowledge of the sub- 
ject there is no justification in any but the rarest 
cases, for either the operative sterilization as ad- 
vocated by Schottelius, Bacon, Schauta, Hoehne, and 
many others, or for the X-ray sterilization, sup- 
ported by Gauss, nor does it seem right either to 
remove the uterus and ovaries, championed more 
particularly by Martin, or to vaginally excise the 
fundus of the uterus and the placental site, recom- 
mended by Bardeleben. 


Gardner, W. S.: Fibroids and Pregnancy; Three 
Cases. Md. M.J., 1914, lvii, 56. 
By Surg., Gynec. & Obst. 

The first case reported by the author was operated 
early in the third month of pregnancy and an ovoid 
fibromyoma, measuring fifteen by sixteen centi- 
meters, removed. The tumor was attached by’a 
short but narrow pedical to the uterus near the 
junction of the body with the cervix. This patient 
went to term and was delivered of a nine-pound 
boy. The tumor in this case was anterior to the 
uterus and would have interfered with the rising of 
the uterus. 

The second patient had a fibroid tumor which 
almost filled the true pelvis. She was allowed to go 
to term, when a hysterectomy was performed after 
delivering a nine-pound child by cesarean section. 

In the third case the fibroid was located in the 
lower segment of the posterior uterine wall. There 
was no dystocia, as the tumor was above the brim 
of the pelvis. This patient was delivered normally. 
She had a submucous fibroid removed a_ year 
before she became pregnant. C. H. Davis. 


LABOR AND ITS COMPLICATIONS 


Garrett, N. M.: Management of Labor in Cases 
with Relatively Contracted Pelves.  Surg., 
Gynec. & Obst., 1914, xviii, 388. 

By Surg., Gynec. & Obst. 

The following questions were sent by the author 
to a number of obstetricians and surgeons: 

“1, Number of cases observed?” 

2. Where you have charge of the case primarily, 

what method of treatment do you prefer?” 

“3. Do you consider the high forceps operation 
justifiable? ”’ 

‘4. In cases that have been allowed to go to 
term and cannot be otherwise delivered, do you 
prefer cesarean section or pubiotomy?”’ 

if 


5. Which operation has the greater mortality?” 


‘ 


“6. What has been your experience as regards 
union of the bone after pubiotomy?”’ 

Including those observed by the author, 2,935 
cases were reported. 

Practically all agree to the high forceps operation, 
under certain circumstances. 

Replying to question 4, four obstetricians, rep- 


resenting 305 cases, prefer cesarean section. Four 
others, representing 2,630 cases, prefer pubiotomy, 
under certain circumstances. The majority say 
that cesarean section produces greater mortality. 
Union of the bone after pubiotomy is satisfactory 
in nearly all cases. It is more frequently fibrous 
than bony. 

The author recommends: 

1. Premature labor at, or after, the thirty-sixth 
week. 

2. Cesarean section, if not seen until term, but 
before infection and exhaustion have taken place, 
with conjugata vera under three and one-fourth 
inches and the child viable. 





62 INTERNATIONAL ABSTRACT OF SURGERY 


3. With a conjugate of three and one-fourth 
inches or greater, mother and child both in good 
condition, and the head can be made to enter: 
test of labor; followed, if necessary, first by forceps, 
second by pubiotomy. 


Uljanowsky, L. W.: Hzmatomata of the External 
Genitalia and Vagina during Delivery (Zur 
Lehre der Hiimatome der dusseren Geschlects- 
organe u. Vagina wahrend der Entbindung). 
Zischr. f. geburtsh. u. Gynék., 1913, xxviii, 1765. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

The author describes a case of large hematoma 
of the anterior wall of the vagina with severe 
hemorrhage in a 19-year-old primipara, and says 
that such hematomata of the genitalia and vagina 
are rare—1:2000. They appear oftener in the 
vulva than in the vagina. The etiology is not 
known with certainty. Uljanowsky gives as con- 
tributory causes, quick delivery, changes in the 
vessel such as varices, and changes in the blood 
in diseases of the kidney. GINSBURG. 


Crump, W. G., Fitzpatrick, G., Huntoon, G. A., 
and Richards, R. M.: Symposium on the 
Conduct of Normal Labor. J. Am. Inst. 
Homeop., 1914, vi,695. By Surg., Gynec. & Obst. 

Crump emphasizes the necessity of carefully 
instructing girls as well as boys in gymnastics in 
order to better the future generations physically. 

He believes that the state should prohibit mar- 

riages of youths under 20 to 21 years of age. Gesta- 

tion earlier than this is not only more dangerous to 
the mother but the child is all too often a weakling. 

The essentials of homemaking should be taught in 

the schools as well as the home. The physician 

should consider more carefully the physiological and 
pathological processes taking place in the female 
organism, and by a better understanding of the 
normal, try to work out some helpful rules of 
procedure to correct the abnormal. Contrary to 
the preconceived idea and teachings of physicians 
of the past, and even to-day, the uterus does not lie 
normally in a constant position of immobile ante- 
flexion. It readjusts itself to various forces brought 
to bear upon it. It gradually comes to assume 
an incorrect position, from faulty pelvic inclination 
or the transmission of abnormally created forces. 
These forces should be thoroughly understood 
in order that developing girls may be so counseled 
that they may continue in health as they grow in 
stature and round out into the fullness of mature 
development. The question of faulty bodily pos- 
ture is discussed and recommendations made for 
overcoming it. The author dwells on constipation 
and suggests that the stool now in use should be 
discarded and one much lower employed. 
FITZPATRICK emphasizes four essentials in the 
successful practice of obstetrics, viz.: proper mental 
attitude on the part of the physician; every preg- 
nant woman should be regarded as a pathological 
case; every obstetrical case, a surgical case; and 


fitness and equipment. Under these headings he 
discusses the subject. He believes the mental 
attitude of the physician should be that of ever- 
lasting consideration for the patient; he should be 
constantly mindful of her condition; he should 
recognize the fact that a great number of women 
feel embarrassed as soon as the abdomen becomes 
distended. A few words and a little encouragement 
will let her understand with what pride—with what 
interest and solicitation—she is looked upon. 

The physiology of pregnancy borders so closely 
on pathology that at times it is difficult to say 
when the one has overstepped the other, therefore 
every pregnant woman should be considered a 
pathological entity. Obstetrics is surgery, accord- 
ing to this author. A surgical condition exists 
where there is the letting of blood. Where there 
is letting of blood there is an open wound which is 
liable to become infected. Regarding the fitness 
of a physician, Fitzpatrick states that no man 
after graduation and attendance on a few hundred 
cases of obstetrics should assume that he knows 
so much about the subject that it is not worth 
while to attend obstetrical clinics. The need of 
sterile supplies even in home deliveries is strongly 
urged. The article was ably discussed by several 
members. 

Huntoon takes up the care of the pregnant 
woman, emphasizing that prevention is the essential 
feature during this period. The patient should be 
seen every four weeks during the first seven months, 
and at least every two weeks during the last months 
of pregnancy. Personal hygiene, clothing, diet, 
and the care of the nipples are then discussed. 

RICHARDS discusses the care of the patient during 
the puerperium, emphasizing the importance of 
thorough cleansing of the vulva, after delivery with 
some antiseptic solution, and the placing of a cotton 
pad over it. Lacerations should be sought and 
repaired. The uterus should be carefully watched 
at five-minute intervals to determine the involu- 
tion. The indiscriminate use of ergotnis is con- 
demned. He does not deem the abdominal binder 
essential in every case—only where the abdominal 
wall is greatly relaxed. The treatment of after- 
pains, the diet, the care of the nipples and the 
regulation of the bowels and bladder are then 
taken up. He does not believe that it is advisable 
to allow the patient to leave the bed before the 
tenth day. Epwarp L. CorneELL. 


PUERPERIUM AND ITS COMPLICATIONS 


Vineberg, H. N.: Septic Puerperal Infection, Diag- 
nosis and Treatment. Canad. M. Ass. J., 1914, 
iv, 201. By Surg., Gynec. & Obst. 


The author states that cultures should be made 
in every case of suspected puerperal infection, but 
he does not place much confidence in these findings, 
because of the fact that a non-hemolytic strepto- 
coccus may revert into the hemolytic variety and 
vice versa. He believes that temperatures should 
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be taken B.i. d. per rectum in all cases and that when 
fever is found an immediate search should be made 
for the cause. 

If the bowel is full of faecal material obstructing 
drainage from the uterus, it should be emptied, after 
which the temperature will usually return to nor- 
mal. A careful examination of the perineum and 
generative tract should next be made, sutures cut if 
necessary and any tears in the cervix carefully gone 
over. If nothing is found the uterine cavity should 
next be explored by the finger for, in the author’s 
opinion, go per cent of puerperal infection arises in 
the uterus from placental remnants. 

When remnants are found, the author believes 
in a mechanical removal by the curette or some other 
means, and verystrenuously disagrees with Watkins’ 
method of packing the uterus thus causing it to 
contract and expell the contents. Vineberg believes 
this prevents free drainage and may cause a general- 
ized infection. After curettage, he usually irrigates 
the uterus with a weak iodine solution or 50 per cent 
alcohol and then lets it alone. The curette should 
be used only when placental remnants are palpated 
by the finger. 

In cases of thrombophlebitis, the author thinks 
that the important diagnostic signs are the great 
range of the temperature, 5° to 6°, and the steady 
pulse, 80 to 120. He has ligated the affected veins 
in nine cases and thinks the best results are obtained 
when a total hysterectomy is also done. The author 
advises hysterectomy, post-partum in cases where 
there is an infected submucous fibroid or in purulent 
metritis. In his experience only to per cent of 
cases need surgical interference. EUGENE Cary. 


Traugott, M.: Etiology and Prophylaxis of Endo- 
genous Puerperal Infection (Uber die Atiologie 
und Prophylaxe der Endogenen puerperalen In- 
fektion). Zentralbl. f. Gyndk., 1913, xxxvii, 1869. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

A report is given of the systematic bacteriological 
examination of the vaginal secretion of 1,994 preg- 
nant women, 1,851 of whom were delivered spon- 
taneously, 75 by manual extraction in the breech 
position, 68 by operation through the natural route. 
Those who had an axillary temperature of more than 
38 during the puerperium were as follows: Of the 
spontaneous deliveries, 9.57 per cent without strep- 
tococci, 8.53 per cent with non-hemolytic strepto- 
cocci, 10.17 per cent with hemolytic streptococci; 
of the breech presentations 10.71 per cent without 
streptococci, 8.88 per cent with non-hemolytic 
streptococci and none with hemolytic streptococci. 
In operations by the natural route, 25 per cent 
were without streptococci, 17.14 per cent with non- 
hemolytic streptococci, and one patient with hamo- 
lytic streptococci had a rise of temperature one day 
to 38.5. 

All of the women, with the exception of those 
who were delivered by operation, were examined 
only per rectum with sterile gloves. From this it 
appears that in the prognosis of the puerperium of 


pregnant women without fever, examined only per 
rectum, it is a matter of indifference whether there 
are streptococci in the vaginal secretion before 
delivery or not. Neither does the number of 
streptococci found make any difference. The strep- 
tococci in the vaginal secretion of pregnant women 
play a very subordinate part as compared with 
other factors. 

The author doubts the value or necessity of 
Zweifel and Schweitzer’s irrigations of the vagina 
during pregnancy with 5 per cent lactic acid, as 
there was no difference in the puerperal morbidity 
of pregnant patients with streptococci, who ac- 
cording to Schweitzer should have been treated 
by this method, and those without. Insufficient 
lactic acid irrigations seem to increase the mor- 
bidity during the puerperium, for Schweitzer had 
22 per cent morbidity among such patients. Even 
the disappearance of streptococci from the vaginal 
secretion cannot always be attributed to the irriga- 
tions; among 48 pregnant patients the streptococci 
disappeared in 11 cases in from 5 to 31 days without 
any treatment. K. HOFFMANN. 


Montgomery, E. E.: Puerperal Sepsis and the 
Present Methods of Treatment. Penn. M. J., 
1914, Xvii, 425. By Surg., Gynec. & Obst. 

The author emphasizes the importance of making 
a correct diagnosis of sepsis and determining the 
particular forms of infection; i.e.,sapremic or septic. 

The use of the curette is discouraged because it 
opens new avenues of infection. Decomposition 
products may be removed digitally, if there is no 
peritoneal nor periuterine inflammation. The 
patient is put in the Fowler position; a purge given 
occasionally; nourishment should be of the highest 
nutritive value with as little waste material as 
possible; elimination is promoted by the continuous 
instillation of salt water per rectum, and ice kept 
on the abdomen to limit the extension of the in- 
flammation and facilitate evacuation of the uterus 
by inciting muscular contraction. Hot fomenta- 
tions are substituted for ice in the later stage to 
hasten absorption of the exudate. Pus accumula- 
tions are evacuated surgically if necessary. Medica- 
tion is given hypodermically as far as possible to 
avoid disturbing the alimentary canal; strychnine, 
ergot, and atropine as indicted. 

Fresh anti-streptococcic serum in initial doses of 
to to 20 cubic centimeters and ro cubic centimeters 
every twelve hours for two days is advised until 
its efficiency is determined. 

The résumé is that (1) “the diagnosis of puer- 
peral sepsis established, the aim of treatment must 
be conservation of the vital forces through rest, 
judicious feeding, stimulation or elimination, and 
the intelligent promotion of immunity. (2) The 
employment of the curette and intra-uterine treat- 
ment is inconsistent with the above consideration. 
(3) Serum given fresh and in good quantity is of 
value. The administration of stock vaccines should 
be condemned. The value and place of the au- 
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togenous vaccine is yet to be determined. (4) Surgery, 
except for drainage in suppurative peritonitis, should 
not be employed in the acute stages. The localiza- 
tion of the infection may later necessitate incision 
for drainage or resort to sacrificial operations in- 
volving tubes, ovaries and even uterus.” 

D. H. Boyp. 


MISCELLANEOUS 


King, W. W.: The Serum Reaction in Pregnancy 
and Cancer, by the Coagulation Method. J. 
Obst. & Gynec. Brit. Emp., 1913, xxiv, 296. 

By Surg., Gynec. & Obst. 

The technique employed by King is essentially 
that of Abderhalden. His conclusions are as follows: 

1. The test is positive all through pregnancy. 

2. It may be negative in pregnancy in the 
presence of severe septic infection. 

3. With certain limitations it is possible to diag- 
nose carcinoma and sarcoma, but not to differentiate 
them from pregnancy because the ferments are not 
absolutely specific. 

4. The coagulation method is useful because it 
does not require special apparatus; it avoids the 
errors associated with faulty dialyzers; and it is not 
so susceptible to slight hemolysis of the serum. This 
method, however, requires at last 20 hours’ incuba- 
tion and the use of 0.3 ccm. of a 1 per cent solution 
of ninhydrin in order to obtain positive results in 
pregnancy. CAREY CULBERTSON. 


Faught, F. A.: Significance of Elevated Blood- 
Pressure in Pregnancy. J. Am. M. Ass., 1914, 
lxii, 528. By Surg., Gynec. & Obst. 

The author calls attention to the fact that high 
blood-pressure may occur in pregnant women with- 
out any concomitant signs of toxemia just as is seen 
in chronic kidney cases. These should be separated 
from the pregnant cases showing even a moderately 
elevated blood-pressure accompanied by some or all 
of the familiar signs of toxemia of pregnancy. The 
former need special watching but they should by no 
means be looked upon as subjects for surgical inter- 
ference. This indicates the importance of careful 
clinical observation in addition to blood-pressure 
studies. In this connection the urine will often, but 
not always, serve as a valuable guide. 

In toxemia cases, the gradually rising pressure, 
the persistent nausea, the head pains and the 
characteristic urinary findings all point to an acute 
and progressive condition. Two illustrative cases 
are reported. Epwarp L. CorneELt. 


Nebesky, O.: Caput Succedaneum (Beitrag zur 
Kenntnis des Caput succedaneum). Monatschr. f. 
Geburtsh. u. Gynék., 1913, XXxviii, 655. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

A 37-year-old I[X-para after seven hours’ labor 
delivered a child with an enormous caput suc- 
cedaneum 5!4 cm. in height, 27 cm. in circumference, 
and 6 to 7 cm. in diameter. It was surrounded by 

a marked groove due to compression. It had almost 


disappeared at the end of four days and after 18 
days the necrotic tissue was completely cicatrized. 
The author believes this abnormal swelling was due 
to the internal os, the circular muscle and connective- 
tissue bundles of which act as an unyielding ring on 
the presenting part of the child, and by its rigidity 
causes injury to the tissues, even when the pains are 
weak because of the long duration of labor. The 
acquired rigidity of the tissues, he thinks, is due to 
chronic metritis. MoraAtter. 


Giuffrida, F.: A Plea for More Pelvimetry. J. 
Rec. Med., 1914, lx, 541. By Surg., Gynec. & Obst. 


The author makes a strong plea for the greater 
use of the pelvimeter. In comparison, he calls 
attention to the fact that carpenters who do good 
work will not trust to luck. They employ calipers 
and measurements before cutting lumber, while 
many physicians guess the pelvic measurements of 
a woman who is about to undergo a hard ordeal. It 
is impossible to know what will occur where so many 
possibilities exist, expecially in primipare. Any 
one practicing obstetrics regularly will some day 
meet with a badly contracted pelvis and, if measure- 
ments have not been taken, it will be greatly 
regretted. Every woman should be measured. 
The pelvimeter is not an expensive instrument and 
takes up but little room. Epwarp L. CorNELL. 


Ilyin, T.: Experimental and Clinical Study of Air 
Embolism in Obstetrics (Die Luftembolie in der 
Geburtshilfe. Experimentell-klinische Untersuch- 
ung). Arch. f. Gynék., 1913, ci, 273. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

From experimental and clinical study the author 
doubts the correctness of the theory of air embolism 
in obstetrics,— at any rate, it seems to be greatly 
exaggerated,—and is not so certainly decided that it 
should be accepted without further investigation. 

Each case should be subjected to searching analy- 
sis. The same rules must be followed in all cases 
and every autopsy in a suspected case of air em- 
bolism must be carried out in the same way. All 
the blood-vessels leading to and from the heart must 
be ligated separately and the lungs and heart re- 
moved. The heart cavities, the pulmonary arteries 
and their branches should be opened in a deep vessel 
under water after ligation of the arteries and wash- 
ing out of the air vesicles on the surface. In this 
way attention will be drawn to the way in which the 
air is expelled, whether as a thin emulsion, as foam, 
or as large air bubbles. The amount and kind of 
air in the pulmonary artery and the intensity and 
extent of the pathological changes in the lungs must 
serve as a basis for the post-mortem diagnosis of air 
embolism. JAEGER. 


Oppenheimer, H.: Pituitrin in Obstetrics (Pituitrin 
in der Geburtshilfe). Arch. f. Gynik., 1913, ci, 501. 
By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


In the course of a year and a half, 400 cases were 
treated. Pituitrin and pituglandol were used sub- 
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cutaneously and intramuscularly, generally in doses 
of 1 to 2 ccm.; no difference could be noted in the 
effect of the two. The indication for pituitrin is 
weakness of the pains toward the end of the first 
and during the second stage. Labor can only 
occasionally be induced by pituitrin. Several in- 
jections of pituitrin do not harm the mother in any 
way. When given according to indications it pro- 
duces strong pains in 90 per cent of the cases and 
brings about spontaneous delivery in 80 per cent— 
10 per cent of failures must be counted on. 

Fifty per cent of the cases treated unsuccessfully 
with pituitrin during labor show a tendency to 
hemorrhage in the third stage and after delivery 
of the placenta, but in successfully treated cases 
hemorrhage and post-partum atony appear after 
delivery of the child in only 7 per cent. In hamor- 
rhage during the third stage and post-partum atony 
a combination of pituitrin and secacronin is recom- 
mended. If bleeding continues in spite of this it is 
generally because remnants of the placenta have 
been retained. The third stage is shortened after 
the administration of pituitrin in only a small per- 
centage of the cases; frequently it is lengthened in 
comparison with the third stage in normal deliv- 
eries. SCHIFFMANN. 


Schnell, F.: The Treatment of Osteomalacia in the 
Last Fifteen Years, 1898 to 1912 (Die Behandlung 
der Osteomalacie in den letzten 15 Jahren, 1898 bis 
1912). Zischr. f. Geburtsh. u.Gyndk., 1913, Ixxv, 179. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The author’s work is based on 334 cases of osteo- 
malacia from the literature of the past 15 years. Of 
these, 37 were treated with phosphorus, 105 by 
castration, among which there were 7 recurrences; 
36 with adrenalin; 16 with pituitrin; 1 with antithy- 
roidin; 2 with the milk of castrated goats; 6 with 
rontgen rays. 

The research of recent years has rejected hyper- 
function of the ovary as the cause and substituted 
for it the conception of changes in metabolism from 
the action of the ductless glands. The relation of 
the hormones in physiological chemistry is not yet 
clear, and, therefore, there is no really reliable 
method in the treatment of osteomalacia. Castra- 
tion offers the fewest bad results, and is much to be 
preferred to the treatment with hormones, adrenalin. 
pituitrin, etc. GRUNBAUM. 


Von Fellenberg, R. and Doll, A.: Biological Rela- 
tions between Mother and Child (Uber die bio- 
logischen Beziehungen zwischen Mutter und Kind). 
Zischr. f. Geburtsh. u. Gyndk., 1913, Ixxv, 285. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh, s. d. Grenzgeb. 


In order to determine the relations between 
mother and child the authors examined the blood 
of the mother, the umbilical cord serum, the blood 
of the child shortly after birth and also when 
possible several months later, and also the mother’s 
milk on the seventh day after delivery. In a 
series of experiments they determined the aggluti- 


nating power toward different bacteria and then 
tested for the presence of normal bacteriolytic 
substances and compared them in given quantities 
of serum; they also tested for the content of 
hemagglutinins in the blood-cells of rabbits. 
The result was that they found a marked indepen- 
dence of the child from the mother; the child’s 
body at birth forms normal antibodies indepen- 
dently. MonuHEIM. 


Raubitschek, H.: The Relation of Maternal Dis- 
eases to the Organs of the Foetus and New- 
Born Child (Uber Beziehungen  miitterlicher 
Erkrankungen zu der Organen der Féten und 
Neugeborenen). Beitr. z. path. Anat. u. 2. allg. 
Path., 1913, lvii, 345. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

The author has endeavored to determine under 
what conditions blood poisons of the mother are 
transmitted to the foetus and cause the same or simi- 
lar organic changes as in the maternal organism. 

In two cases of eclampsia there was serious disease 
of the foetal liver and kidneys, with numerous 
hemorrhages in other organs, and in a case of chronic 
parenchymatous nephritis in the mother there was 
acute glomerulonephritis in the child; but in a child 
whose mother had the typical kidney of pregnancy, 
which is a purely degenerative process, there was no 
disease. In the experimental part of his work the 
author tries to confirm and extend his human find- 
ings by animal experimentation. 

Icterogen was used as a liver poison, and its 
effect on the mother and foetus studied, with the 
result that the liver of the mother could be seriously 
diseased without that of the foetus being affected at 
all. This is probably due to the fact that the whole 
mass of icterogen was anchored in the mother’s 
liver and did not get into the foetal circulation. 

To test injuries of the kidney the author used 
subcutaneous injections of uranium nitrate and 
succeeded, in a series of experiments, in affecting the 
kidneys of the foetus as well as those of the mother. 
At any rate, substances are formed as a result of the 
uranium injury to the mother’s kidneys that are 
absorbed, pass through the placenta, and have a 
toxic effect on the foetal kidneys. Knoop. 


Imre, J.: Prophylaxis and Treatment of Inflamma- 
tions of the Eye in the New-Born (Prophylaxe 
und Therapie der Augenentziindung der Neuge- 
borenen). Orvoskép., 1913, iii, 467. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb 

At the ophthalmological clinic at Kolozsvar in 
the last five years 45, or 1.17 percent of the infants, 
were treated for gonorrhoea. According to the 
author’s experience this caused unilateral blindness 
in 5.6 per cent of the cases, bilateral in 2.7 per cent. 

It is important that treatment begin early. The 

gonococci must be demonstrated; if there are strep- 

tococci also in the secretion the danger to the eye 
is still greater. 

In premature births, twins, and poorly nourished 
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infants, the disease is more dangerous. Prophy- 
lactically, silver acetate is used but that is not 
sufficient. The mother must be told in order that 
she may protect her future children. 

The eye treatment must be kept up persistently. 
For the first few days cold compresses should be 
applied several times a day, and irrigations with 
three per cent boric acid or potassium hyperman- 
ganate; if the cornea is threatened iodine trichloride 
1:4000 should be used. If there is infiltration or 
ulcer of the cornea, the lid should not be inverted 
inirrigating. Ifthe corneal ulcer is centrally located 
atropine should be given; if it is peripheral, pilo- 
carpine. In prolapse of the iris pilocarpine is 
dropped in 2 or 3 times daily. If there is a non- 
progressive infiltration of the cornea dionin is used, 
either in the form of powder or as a 3 per cent salve. 
Good results are often obtained with 1 to 2 per cent 
collargol salve. The disease generally lasts from 
4 to 6 weeks. BOGDANOVICS. 


Gfoerer, W.: Effect of Obstetrical Depression of 
the Skull on the New-Born Infant and Its 
Bodily Development (Zum Einfluss der Schidel- 
impression auf den Neugeborenen und seine kér- 
perliche Entwicklung). Ziéschr. f. Geburtsh. u. 
Gyndk., 1913, Ixxv, 101. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


Gfoerer objects to the operative treatment of 
depression of the skull which has recently been 
recommended by various authors. He advocates a 
thoroughly conservative treatment, and objects 
even to manipulation of the skull to replace it or to 


drawing it out with a corkscrew, especially if there 
are no cerebral symptoms, as in that case it cannot 
have any effect on the later bodily and mental 
development of the child. 

The good results obtained by various authors show 
that the procedures mentioned above aie not espe- 


cially dangerous. But even when there are cerebral 
symptoms they are not amenable to surgical treat- 
ment. He reports 26 cases from the Wiirzburg 
clinic since 1895, and in none of them were there 
symptoms, such as convulsions and spasticity, to 
indicate local hemorrhage; even autopsy did not 
show injury to the bones or diffuse cerebral hemor- 
rhage; so that surgical intervention could have done 
no good. WIEMER. 


Durham, R.: Obliterating Cholangitis Associated 
with Hzmorrhage of the New-Born. Long 
Island M.J., 1914, viii, 92. By Surg., Gynec. & Obst. 

The author briefly reports a case of this condition, 
as follows: The babe, a boy, was delivered normally 
and weighed seven and a half pounds. The family 
history was negative. Three other children born 
to these parents are living and well. The baby 
appeared normal at birth. On the second day he 
was markedly jaundiced, but the stools and urine 
were normal. He nursed normally every two hours. 


On the third day the icterus was deepening and the 
cord dressings were markedly stained with bile. 
On the fourth day the baby was fretful in the morn- 
ing, the bowels moving five times with black stools. 
The urine stained the napkins green. In the after- 
noon, while nursing, he was seen to become rigid 
for a moment and three drams of blood flowed from 
the nose. The temperature was 99.6°; respirations 
normal, but forced; there was some bloody mucus 
in the throat; the pulse was small and about 150; 
the pupils were equal. The baby was in a stupor. 
Examination showed a few rales at the base of both 
lungs. Three hours later another hemorrhage 
appeared from the nose and mouth. There was no 
cyanosis. Death followed. 

The post-mortem findings showed deep jaundice 
of the conjunctive and skin. Rigor mortis was 
marked. There was a large hemorrhagic area on 
the forehead. All the internal organs were deeply 
jaundiced. The stomach contained several drams 
of blood. There were numerous adhesions about 
the gall-bladder and ducts, duodenum and pancreas. 
About the gall-duct these adhesions presented a 
matted appearance. After careful dissection, the 
gall-bladder was opened and 20 drops of bile-stained 
mucus were found in it. The gall-ducts were 
identified as tiny, threadlike tubes, through which 
a very fine needle could be passed with effort. It 
appeared that these ducts were not functionating. 
The liver was not markedly enlarged. 

Epwarp L. CorNELL. 


Mosbacher, E.: Clinical and Experimental Study 
of the Effect of Thyroid Substance on Labor 
Pains (Klinisch-experimentelle Beitrige zur Frage: 
Thyreoidea und Wehentitigkeit). Zéschr. f. 
Geburtsh. u. Gynék., 1913, Ixxv, 362. 

By Zentralbl. f. d. ges. Gynak. u. Geburtsh. s. d. Grenzgeb. 


Experiments were made in feeding thyroid sub- 
stance to 30 pregnant guinea pigs and 2 cats, with 
the result that all of the animals except two aborted. 
This may be attributed to its effect on the foetus 
or to a direct action on the musculature of the uterus. 
To solve this question the effect of thyreoglandol, 
prepared in the same way as pituglandol, was 
tried on the uterus of the rabbit, after previous 
experiments had shown there was no cardiovascular 
effect. Many of the experiments were negative 
but some showed that thyreoglandol can cause 
contractions. 

It is worthy of note that preparations that did 
not react at first, reacted after the addition of very 
small amounts of adrenalin. This confirms the 
hypothesis that thyroid extract and adrenalin act 
antagonistically. Experiments on women showed 
that there was a strengthening and increase of the 
pains in 12 cases out of 41 with thyreoglandol, and 
when adrenalin was added in 7 cases out of 12, but 
that it had no practical effect in hastening the 
delivery. KERMAUNER. 
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Oliva, C.: Variation in the Adrenalin Content of 
the Suprarenal Capsules after Different 
Anesthetics (Variation du contenu en adrenaline 
des capsules surrénales aprés l’anesthésie). Lyon 
chir., 1914, Xi, tI. By Journal de Chirurgie. 


The work of Wiesel and Hornowski abroad and of 
Pierre Delbet, Herrenschmidt, and Beauvy in 
France has shown the anatomical and functional 
changes produced in the suprarenal capsules by 
anesthesia, and especially by chloroform. Oliva 
takes up this study anew in experiments on the dog, 
comparing the action of chloroform and ether. 

In his first series of experiments Oliva found that 
the adrenalin content was much higher in etherized 
animals than in those anesthetized with chloroform, 
the amount being double and sometimes even more. 
The difference was found in animals that died under 
the anesthetic, and in those killed at various 
periods after the end of the anesthesia it went on 
increasing progressively; at the twelfth hour the 
adrenalin content had become normal in the ether- 
ized dogs while it remained very low in the chloro- 
formed ones. 

These results confirm the prolonged and late 
effects of chloroform, while the effect of ether stops 
very quickly after the end of its administration. 

In a second group of animals the author gave an 
injection of morphine before the anesthesia. The 
dogs killed four hours after the anesthesia was 
administered had a much larger adrenalin content 
after chloroform than after ether; on the contrary 
those killed at the end of 11 hours had a normal 
adrenalin content after etherization, and a very low 
one after chloroform; it seems, therefore, that mor- 
phine does not appreciably change the effect of 
ether on the suprarenals, while it temporarily sus- 
pends the toxic effects of chloroform, but these 
effects appear after the morphine is eliminated. 

In a third series of experiments one suprarenal 
capsule was removed before the administration of 
the anzsthetic and the other one afterwards, so 
their adrenalin content could be compared. A 
great decrease was found, whatever the anesthetic 
employed, there being no appreciable difference 
in the effects of chloroform and ether. These 
results are less conclusive, for the traumatism due 
to the first capsulectomy must be taken into account. 
The control animals who were not anesthetized 
also showed a marked diminution in their adrenalin 
content some hours after the removal of the first 
capsule. Taken as a whole, Oliva’s experiments 
confirm once more the greater toxicity of chloro- 
form as compared with ether. Cu. LENORMANT. 
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Brooks, H.: Hypernephroma with Long-Standing 
Symptoms of Adrenal Deficiency, with Sclero- 
derma and Sclerodactylia. J. Cutan. Dis., 1914, 
XXxii, IQI. By Surg., Gynec. & Obst. 

Brooks presents a case of hypernephroma which 
is unique in several particulars. The patient, a 
musician, began at about the age of 15 to practice 
incessantly on the piano and continued to do so 
until his death; even at the expense of strength and 
health he practiced long hours in cold, unheated 
rooms. He suffered for many years with frequent 
attacks of tonsillitis and was never healthy. 

Many of the most prominent physicians, both in 
Europe and America, had examined the case and 
different diagnoses had been made, the last one of 
which was chronic fibroid phthisis with tuber- 
culosis of the mediastinal and retroperitoneal glands. 
The Moro skin reaction for tuberculosis was strong- 
ly positive, although tubercular bacilli were never 
found. X-ray plates showed a mediastinal mass 
and pulmonary invasion; there was marked resorp- 
tion of bones of the terminal phalanges of the 
fingers, and, in some members, almost complete 
disappearance of this portion of the bone. 

Flatness extended from the fifth rib down on the 
left side, with rales and occasional disseminated 
areas of bronchial breathing alternating with patches 
of diminished breath sounds. Similar sounds were 
also present on the right side from the sixth rib 
down to the liver dullness. Breath sounds were 
exaggerated over the apices, numerous moist rales 
were present over the entire chest; the heart sounds 
were weak, but there were no murmurs; deglutition 
was difficult; the pulses were weak, but equal and 
synchronous. 

Later in the history of the examination of the case 
a soft mass was found on the external superior 
aspect of the humerus. The patient continued to 
grow weaker and weaker until he was compelled 
to give up his position. 

From time to time, he suffered with severe at- 
tacks of coughing with expectorations of fibrinous 
clots of blood. Cyanosis became progressively 
marked and the retrosternal mass increased in size. 
Difficulty of swallowing likewise increased. His 
death occurred a few months later, apparently as 
a result of exhaustion. 

The autopsy showed a large indefinite mass in 
the post-mediastinal position united with the roots 
of both lungs, and the pericardial was displaced to 
the left. The left lung was largely atelectatic and 
was so carnified as to almost sink in water. It had 
areas of tumor invasion apparently extending up 
from the lymph-nodes. The mediastinal mass was 
made up of nodular but intimately adherent masses, 





68 INTERNATIONAL ABSTRACT OF SURGERY 


pinkish white. There was no tumor involvement 
of any other organ except the kidneys and adrenals. 
The right adrenal was almost completely replaced 
by a firm pinkish white neoplasm measuring 2 x I 
and 5 x 3centimetersindiameter. The parenchyma 
had undergone almost complete atrophy. The 
medulla of the left adrenal was similarly involved 
by the growth, but the growth could nevertheless 
be easily separated so that it did not seem to involve 
the parenchyma of the kidneys. Microscopical 
examination of this tissue showed it to be one of 
those peculiar endothelial tumors classified under 
the head of hypernephroma. 

The pathological report of the author does not 
seem to show anything more than is usually found 
in these adrenal tumors. The author makes the 
point that diagnosis should have been made earlier 
but it was not suggested or even thought of by any 
physician. He believes that the extreme exhaustion 
continuing through many years should have led to 
an investigation of the adrenals. 

During the period between the times when the 
patient was forced to stop work and the time of his 
death the scleroderma which was evident on the 
fingers disappeared, the cracks healed up and the 
thickness of the skin became noticeably less. In 
the author’s opinion the importance of the case is 
based on the shortening of the bones of the fingers, 
but the X-ray showed no other bony sclerosis or 
atrophy, and he believes that if this bony affection 
of the fingers was directly connected with the disease 
of the adrenals, there would be other evidence 
on the skeleton. He, therefore, thinks that this 
ductless gland disease had nothing whatever to do 


with the bone changes; that they were in all prob- 
ability due to the incessant use of the ends of the 
fingers in striking the keys of the piano extending 
over a period of from fifteen to thirty-four years of 
age, and this point is the author’s excuse for report- 


ing the case. He believes that the atrophy of the 
bones of the fingers was not due to the disease of 
the adrenals, but was an occupational condition, 
as was also the scleroderma at the ends of the fingers. 
A. C. STOKES. 


Frouin, A., Meyer, A., and Rathery, F.: Effect of 
Temporary Ligation of the Renal Veins (Sur 
les effets des ligatures temporaires des veines 
rénales). Compt. rend. hebd. d. Soc. de biol., 1913, 
Ixxv, 528. By Journal de Chirurgie. 


In a series of experiments made on dogs in col- 
laboration with Chesie, Frouin found after ten 
minutes ligation of the renal veins: (1) External 
epilepsy manifested by convulsions and internal 
epilepsy manifested by vasoconstriction of the 
abdominal organs; (2) some cases of death within 
48 hours after the ligation; (3) slight histological 
lesions of the kidney, and especially of the liver. 

Cassel tried to reproduce these results and failed, 
so Frouin, Meyer, and Rathery tried the experi- 
ments again and did not get the same results as the 
first time, only the histological lesions of the kidney 


and liver being constant. They could not attribute 
the difference in results to the anesthesia, the 
method of operation, nor to the feeding of the ani- 
mals, and concluded that only the histological lesions, 
particularly those of the liver, are constant in 
temporary ligation of the renal veins, but that the 
epileptiform attacks and death are inconstant 
phenomena, the cause of which they do not under- 
stand. PIERRE CRUET. 


Bloom, J. D.: Kidney and Urinary Bladder Stones 
Peculiar in Kind and Formation. Urol. & 
Cutan. Rev., 1914, xviii, 123. 

By Surg., Gynec. & Obst. 


The writer says that salts of various forms, almost 
in the solid condition, may occur in the bladder 
without the formation of stone. These crystalline 
substances require a colloid to coalesce the molecule. 
Certain salts, as for instance, uric acid, may be 
thrown down and carried out with the urine without 
the formation of stone. The author says that it 
requires in addition to the presence of these crystal- 
line substances some irritation to produce albuminoid 
or colloid of one kind or another. They may be 
produced in the bladder by any substance, such 
as a bullet, blood-clot, masses of bacteria, or a ne- 
crotic tissue which has been shown to be the nucleus 
of stone. 

The nucleus of renal calculi of infancy is urate of 
ammonia. Phosphatic calculi are derived chiefly 
from lime and magnesium salts in excessive alkalini- 
ty; the earthy phosphates are precipitated. The 
phosphate of lime and magnesium unmixed is also 
deposited. Faulty catheterization, defective inner- 
vation, or any obstructive condition may be con- 
tributory. 

The author states that there is a sympathy be- 
tween the kidneys physiologically and pathological- 
ly. In the one instance this is of a reflex nature, and 
in the other it is in the nature of a compensatory 
change. Therefore, the location of a stone is not 
exactly definite. As a rule bladder-stones occur 
singly, but one case has been reported where three 
hundred and seven stones were found in the bladder. 

The shape of calculi in the bladder is due to the 
contractions of the bladder. They are usually 
round, but may take on various grotesque shapes. 
Oxalate stones are of the ‘‘mulberry”’ formation. 
Stones are more frequently found in the male, 
especially those leading a sedentary life. 

That functional conditions contribute to stone 
formation the author thinks is undoubtedly true. 
He submits some specimens, one in the form of a 
duck’s foot and some specimens of ‘‘mulberry”’ cal- 
culi, which are interesting. A. C. STOKEs. 


Orr, H. W.: The Differential Diagnosis between 
Kidney Lesions and Pott’s Disease; Tuberculo- 
sis of the Spine. Urol. & Cutan. Rev., 1914, xviii, 
132. By Surg., Gynec. & Obst. 


Orr describes the differential diagnosis between 
kidney lesions and early Pott’s disease. He empha- 
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sizes the necessity of careful physical examination 
to determine the presence of Pott’s disease, and 
thinks that by careful study an early diagnosis of 
this disease should be made more frequently than 
it is. 

Judson and others have called attention to the 
fact that the symptom of early Pott’s disease in 
children is frequently referred to as ‘‘stomach- 
ache.” Moreover, he says the muscle rigidity about 
the point of disease in the spine is frequently so 
extensive as to communicate itself to the muscles of 
the flanks and abdomen. 

The gait and stooping position of the child with 
spinal tuberculosis are usually if not almost always 
characteristic, and if a urinary examination is made 
it will point to a differential diagnosis between Pott’s 
disease and infections of the kidney. 

The author believes that a more extensive use of 
the X-ray should be made in these diseases. The 
very great importance of early conservative treat- 
ment in spinal lesions makes an early diagnosis 
imperative. He believes that the answer to this 
problem at the present day, as to the differential 
diagnosis between kidney and Pott’s disease, must 
lie in a more careful examination, more accurate 
observation, and appreciation of symptoms. 

A. C. STOKES. 


Kindberg, L.: Study of the Kidneys in the Tuber- 
cular (Etudes sur le rein des tuberculeux). Théses 
de doct., Par., 1913. By Journal de Chirurgie. 

Kindberg’s report is filled with new facts and ideas 
and should be read by all who are interested in this 
question. The subject was opened by Chauffard’s 
discussion of tubercular nephritis and by the con- 
troversy between Landouzy and Bernard on one 
side and Brault on the other in regard to the chronic 
parenchymatous nephritis of the tubercular. The 
former assumed that this condition really existed, 
the latter that it was only a symptom of renal 
ankylosis. 

It has been established that the kidneys of 
patients with pulmonary tuberculosis are functional- 
ly and anatomically normal in the majority of cases. 
The tubercular toxins, if they exist in the circulation, 
do not cause unmistakable toxic lesions in the 
kidneys. As to the bacilli in the circulation. they 
may produce tubercles, generally isolated, without 
alterations in the adjacent parenchyma. A con- 
dition often found is amyloid degeneration of the 
kidneys, which seems to attack the liver, spleen, and 
suprarenals before the kidney, and is generally more 
pronounced in those organs. Bernard, Castaigne, 
and others believe that it is always accompanied by 
very marked lesions of the epithelium of the convo- 
luted tubules and is therefore always associated with 
a nephritis, which is not the cause of it, but is due 
to the same etiological factors. 

Kindberg showed by histological examination 
that the tubes were relatively intact, but showed 
hypertrophy, irregular swelling, and a clear appear- 
ance of the cells. This seems to correspond to the 


hypersecretion which is observed clinically. In 
fact, in these cases there is a peculiar functional 
symptom-complex, consisting in considerable lower- 
ing of Ambard’s coefficient, and a lowering of the 
chlorides of the serum below the normal, though 
there is sufficient chloruria. This syndrome seems 
to correspond to an exaggeration in the power of 
concentration of the kidney. It is very early and 
enables one to make a diagnosis of amylosis before 
the appearance of marked albuminuria and oedema. 
It is not due to the amyloid condition of the kidney 
itself, but represents the reaction of the kidney, thus 
far little involved, to the visceral amylosis and the 
condition of the blood. 

Is there a true chronic nephritis of tubercular 
origin? Not every case of chronic nephritis in a 
tubercular patient is caused by the tuberculosis, and 
even if inoculation is positive an ordinary nephritis 
with generalized lesions is not necessarily due to 
Koch’s bacillus, but it is nevertheless true that the 
syndrome of nephritis may depend on massive 
tubercular infiltration of the kidney. Atypical 
necroses may be observed, interstitial infiltration 
without follicles, and especially cicatricial scleroses 
with the lesions definitely localized which sometimes 
cause the syndrome of mixed nephritis. These are 
special cases which do not appear to be closely 
related to ordinary Bright’s disease. 

Finally, there may be peculiar acute lesions of the 
kidneys, not hitherto published, found in tubercular 
patients who have died suddenly without clinical 
reactions, and at the autopsy diffuse subacute 
lesions have been found such as intense congestion 
of the renal cortex and various types of necrosis of 
the cells and tubules. Cases of veritable acute 
terminal nephritis have also been found in tubercular 
patients; also cases of transitory acute nephritis of 
the hemorrhagic type which have recovered with- 
out leaving any traces. To explain these latter cases 
the idea must be accepted of a special reaction of 
the organs to a second tubercular infection, a special 
form of anaphylaxis, still so little understood in 
France except in relation to vaccines. In these 
cases of generalized acute nephritis there is a special 
sensitiveness created by the first inoculation of 
tuberculosis. They always occur in patients with 
pulmonary tuberculosis in the course of develop- 
ment. In these patients a reinoculation with bacilli 
and perhaps also with soluble toxins, by a mechan- 
ism which must be determined in each case, causes 
the anaphylactic reaction which brings about the 
different types of acute nephritis mentioned, de- 
pending on its intensity. 

On the whole, in this important work there is an 
attempt to restrict the term “chronic tubercular 
nephritis” to the types where the influence of the 
tuberculosis can be readily established. Entirely 
original points are the description of the urological 
symptom-complex in amyloid degeneration of the 
kidney and the acute anaphylactic reactions of the 
kidney in tuberculosis, hitherto almost completely 
unknown. AMEUILLE. 
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Alessandri, R.: Can Renal Tuberculosis be Cured 
and the Function of the Kidney Preserved (La 
tuberculose rénale peut-elle guérir avec conserva- 
tion de la fonction du rein)? Folia urol., 1913, viii, 
286. By Journal de Chirurgie. 


The question as to whether renal tuberculosis 
can be cured by medical treatment without the 
organ losing its function must at present be an- 
sweredinthe negative. A fewsurgeons maintain that 
there are exceptions to this rule, but these excep- 
tions, even if they can be demonstrated, are rare. 

Observation has, moreover, shown that renal 
tuberculosis is subject to remissions, sometimes of 
very long duration, due, not to recovery, but to the 
walling off of the ulcerocaseous focus. Carlier, 
Desnos, and Heitz-Boyer have cited cases of this 
kind which show that the disappearance of renal 
pain, pyuria, and bacilluria may result from a “ par- 
tial exclusion” of the kidney and not from the 
definite recovery of the tubercular focus. So that 
the kidney which had been diseased may show a clear 
urine which does not contain pus nor Koch’s bacilli 
and is not toxic for the cobra, and is almost as rich 
in extractive substances as that of the healthy kid- 
ney, when, as a matter of fact, a part of its paren- 
chyma is transformed into a closed cavity the walls 
of which contain tubercles in a latent state which 
may reawaken at any time and reinoculate the 
bladder and destroy the organ which had been 
supposed to be cured. He reports two cases. 

A woman of 45 had had bladder trouble and 
pyuria for two years. A hypogastric incision was 
made and an area of soft fungosities removed from 
around the left ureteral orifice. There was rapid re- 
covery and complete disappearance of bladder symp- 
toms. Histological examination and inoculation of 
the cobra showed that the fragment removed was 
tuberculous. Five years later the patient returned 
complaining of left lumbar pain. Nephrectomy 
showed the ureter normal. The upper two thirds 
of the kidney were also normal. The lower third 
was merely a sac with caseous contents, and a 
fibrous wall completely closed without any com- 
munication with the pelvis or with the ureter. It 
is evident that, five years before, the tubercular focus 
communicated with the pelvis, since the area 
around the ureter had become tubercular. 

At the time of or after the bladder operation the 
lower calyx was obliterated and the focus thus 
excluded; whence disappearance of the pyuria and 
bacilluria. This case is related to those described 
by Casper, Pawlof and Key, where there was a 
double ureter draining a kidney. A part of the 
kidney destroyed by tuberculosis was excluded by 
obliteration of the calyx of the corresponding ureter. 
But this case proves especially that the arguments 
for the spontaneous recovery of kidney tuberculosis 
with preservation of the function of the organ are 
not valid. Even if catheterization of the ureter of 
the supposedly recovered kidney gives a urine with- 
out bacilli or pus and not toxic for the cobra, it is not 
safe to conclude that the kidney is well. Therefore 


nephrectomy is at present the only rational treat- 
ment for unilateral ulcerocaseous tuberculosis of 
the kidney. E. JEANBRAU. 


Legueu, F.: Use of the Constant in Nephrectomy 
for Tuberculosis (Des applications de la con- 
stante 4 la néphrectomie). J. d’urol., 1914, v, 1. 

By Journal de Chirurgie. 

Three points are to be considered in the applica- 
tion of the ureosecretory constant in nephrectomy 
for renal tuberculosis: (1) its factors, (2) its 
interpretation, and (3) its clinical value. 

1. The constant depends (a) on the functional 
disturbance which the tuberculosis itself has pro- 
duced in the parenchyma of the kidney which it has 
attacked. As a general rule the constant rises in 
proportion to the amount of renal parenchyma 
destroyed by the tuberculosis. But it must be 
remembered that quite extensive tubercular lesions 
may exist in a kidney without its function being 
very much disturbed; (b) on the accompanying or 
consecutive nephritis, of tubercular or other origin, 
in the other kidney—the constant rises in pro- 
portion to the degree of nephritis in the other 
kidney; (c) on the compensatory hypertrophy of 
the healthy portions of both kidneys. 

2. The variations of the constant may be con- 
siderable in renal tuberculosis. Legueu has ob- 
served as maxima and minima 0.989 and 0.057. 
Three possibilities are presented: (a) The constant 
is about 0.70; it is normal; the kidneys are function- 
ing well. But the patient may present either per- 
fectly healthy kidneys, or a discrete bilateral renal 
tuberculosis, or a unilateral tuberculosis with in- 
tegrity of the other kidney, which has made up, by 
compensatory hypertrophy, for all that is lost by the 
diseased one. (b) A constant of o.100 signifies 
that the patient has only one kidney or two halves 
of kidneys. The disease may be bilateral and partial 
or unilateral and total. It will require catheteriza- 
tion of the ureter to settle this question. (c) The 
constant is 0.150. Diagramatically the patient 
has only one fourth of his kidneys, but functiona- 
tion may be divided so that operation is contra- 
indicated. 

3. As to a clinical value, when catheterization 
of the uereters is impossible the constant shows 
better than any other method the normal function- 
ing of the other kidney, and it allows the surgeon to 
avoid catheterizing the ureters through the opened 
bladder or performing an exploratory lumbar 
incision on the sound side. The constant does not 
settle the question of the localization of the lesions. 
This must be done by catheterization of the ureters, 
radiography, clinical examination, and, exploratory 
lumbar incision. J. TANTON. 


McCaskey, B. W.: A New Method for Estimating 
the Functional Capacity of the Kidneys by 
Forced Elimination of Preformed Urea. Med. 
Rec., 1914, Ixxxv, 507. By Surg., Gynec. & Obst. 

The author considers as inferential and un- 
satisfactory the information given by the usual 
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tests for renal function by elimination of foreign 
substances of which the phenolsulphonephthalein 
has proven to be “‘undoubtedly the most valuable.” 
Each of these tests indicate only one phase of 
kidney function: the kidneys may be unimpaired 
or only slightly impaired in the elimination of 
certain substances and most seriously affected with 
respect to others. The elimination of urea, being 
an end-product of nitrogenous catabolism, is one 
of the most important phases of kidney function, 
and it is very possible that its elimination runs 
parallel to that of other nitrogenous waste prod- 
ucts and toxins which are responsible for the 
syndrome of Bright’s disease. A method of estimat- 
ing this phase of functional activity would there- 
fore be more physiological and rational and would 
furnish more reliable information than the elimina- 
tion of any foreign substance. With this object 
in view McCaskey adopted the following technique: 

About 6 A. M. the bladder is emptied. Two hours 
later the urine is collected, and the patient then is 
given 30 grams of urea, dissolved in 4 or 5 ounces 
of water. Just before taking the urea, the patient 
drinks one-half of six ounces of thin cereal gruel, 
taking the other half immediately after the urea. 
No other breakfast is eaten. The urine is then 
collected every two hours for twelve to twenty- 
four hours, the urea determined for each two-hour 
period, including the two hours preceding the 
ingestion of the urea. From these data a curve of 
urea excretion is constructed. Cases with an 
excretion of much below 20 grams in 12 hours should 
be regarded as of somewhat limited functional 
capacity, while one-half this indicates serious 
impairment. 

Contrary to the report of Rowntree and Geraghty, 
the author finds that the urea does not run parallel 
to the phthalein. He suggests that the functional 
capacity of the kidneys for chloride and water 
excretion should be determined by similar methods 
in suitable cases. 

The above urea method is not for routine use 
but only for properly selected cases, and especially 
for therapeutic purposes “in which it is advanta- 
geous to know the type of renal block present.” 

FRANK HINMAN. 


Smith, E. O.: Sudden Death Following Pyelog- 
raphy. Am. J. Urol., 1914, x, 121. 
By Surg., Gynec. & Obst. 


The author reports a personal experience in 
which he injected 20 ccm. of 10 per cent collargol 
into the pelvis of the right kidney of a woman of 70. 
About 5 minutes after the removal of the cystoscope 
the patient died. 

The autopsy showed among other things general 
arteriosclerosis, valvular heart lesions, and bron- 
chitis with emphysema. The kidneys showed a 
chronic interstitial nephritis with an acute super- 
imposed process. Microscopical section of the right 
— showed collargol in the tubules and in a few 
cells. 


The author concludes that the injection of collar- 
gol under pressure into the kidney is sufficient to 
produce shock and, in the case of this feeble patient, 
enough to cause the fatal result. He further ad- 
vises that injections of any preparation into the 
pelvis of the kidney should be done only by force 
of gravity. H. L. SANForD. 


Ponomareff, S. I.: Operation in Subcutaneous 
Rupture of the Kidney (Uber den operativen 
Eingriff bei subcutaner Nierenruptur). Beitr. s. 
klin. Chir., 1914, lxxxix, 682. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 
The author favors the conservative treatment 
of rupture of the kidney. The material of the 

Obuchow Hospital proves that good results can be 

obtained by this method. In the years 1898 to 

Ig12, 57 patients with rupture of the kidney were 

treated. Of these 57 patients 3 were discharged 

without being cured and the further course of the 
disease is not known. Three patients died; in all 
of these three cases there were complications in 
other organs. Operation was performed in only 

8 cases. Frank and Michelson, who also treat 

conservatively, give about the same figures as the 

author for mortality and necessity for operation. 

Operation should be undertaken only when it is 
necessary to life or when it is reasonably certain 
that complete recovery can be obtained in no other 
way: in severe hemorrhage, in infection of the 
injured kidney, or tumor formation in the region 
of the injured kidney if the tumor shows no ten- 
dency to decrease in size but rather to increase. 

Operation should be undertaken as promptly as 
possible if there is a suspicion of an intraperitoneal 
rupture or injury to other organs in the abdominal 
cavity. If there is no infection of the kidney, op- 
eration, if performed, shoud be as conservative as 
possible. The fact is emphasized that it is de- 
sirable before the operation to test the other kidney 
thoroughly by catheterization, in case it should be 
found necessary to perform nephrectomy. 

Von Hotst. 


Schischko, Z. P.: Implantation of the Ureters in 
the Skin (Einpflanzung der Ureteren in die Haut). 
Vrach. Gaz., 1913, XX, 1604. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

In order to study the question of what changes 
the kidneys and ureters undergo in implantation 
of the ureters into the skin the author carried out 

37 experiments on dogs: in 23 cases one ureter 

was implanted, in 12 cases both. In 2 cases after 

the implantation of the one ureter the other kidney 
was removed. It was found that there was atony 
of the ureter as a result of disturbances of innerva- 
tion from cutting it. The atony, which was ob- 
served in 56 per cent of the cases, and which was 
often coincident with contraction of the skin open- 
ing, played a part in the entrance of bacteria into 
the kidney pelvis. Anatomically the ureter was 
dilated and its musculature thinned. The dilata- 
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tion of the ureter was generally associated with 
dilatation of the kidney pelvis. In 58 per cent of 
the cases there were inflammatory changes in the 
kidneys. The cortex, in reality its interstitial sub- 
stance, was much more affected than the medulla. 
The infection spread through the lymph-channels 
of the urinary system. BRAUDE. 


Judd, E. S.: A Method of Exposing the Lower End 
of the Ureter. Ann. Surg., Phila., 1914, lix, 393. 
By Surg., Gynec. & Obst. 

Judd describes a method of approaching the 
lower end of the ureter employed in operating on 
six cases in the Mayo clinic. 

The patient is placed in a moderate Trendelenburg 
posture and a median incision made from the 
symphysis to the umbilicus, extending through the 
fascia between the recti muscles down to the peri- 
toneum. The peritoneum is not opened but brushed 
back from the bladder for a little distance, the blad- 
der is retracted toward the median line and held 
firmly by a pair of soft forceps and dissection carried 
down to the base of the bladder, exposing and freeing 
the ureter for two or three inches. 

In the first case, with diverticulum of the bladder, 
the bladder was opened, the diverticulum packed 
with gauze and removed. the bladder closed with 
the ureter in sight, and two small rubber tissue 
drains left in the space at the side of the bladder, 
one of which was removed on the third day and one 
on the fourth. The entire wound healed by first 
intention. 

In the second case, with stone in the ureter, the 
ureter was exposed and the stone removed through 
a slit in the ureter, a rubber tissue drain inserted 
and removed on the fifth day. The slit in the ureter 
was not sutured. 

In the third case, with stone in the lower end of 
the ureter, there was also conclusive evidence of 
appendicitis. In this case the peritoneum was 
opened, the appendix removed, and the peritoneum 
closed. The ureter was then exposed, the stone 
removed and the wound drained as in Case 2. 
The wound closed entirely in ten days. 

In the other three cases the method was used 
to expose the ureter in extraperitoneal resection of 
the bladder for cancer. 

The author states that thus far the technique 
seems to have some advantage over the other 
methods, especially for the removal of stone. 

W. A. CERSWELL. 


Sejournet, P.: Ureterorrhaphy in Total Section of 
the Ureter; Technique and Results of Opera- 
tion (De lurétérorraphie dans les sutures totales 
de Vuretére; technique et résultats opératoires). 
Théses de doct., Par., 1913, Dec. 

3y Journal de Chirurgie. 

Sejournet gives a good genera! review of the 
subject with numerous illustrations and 74 cases 
carefully classified according to the method of 
operation. He describes the different methods of 


suturing the ureter, especially that used by Proust 
and Buquet with such success in a difficult case. 
When the length of the ureter permits, Sejournet 
prefers end-to-end anastomosis of the ureter, using 
the same technique as Carrel uses in the suture of 
blood-vessels. Using Kirby’s needles No. 16 and 
No. 700 linen thread, or silk, the coaptation is perfect 
and the closure absolutely water-tight. He gives in 
great detail four cases of Fauchet’s which are an 
argument for this method. It is advisable to 
protect the suture with parietal peritoneum or a 
little fat or omentum. A small drain is useful. The 
results are excellent, and the author believes any 
surgeon would do well to follow the example of 
Fauchet, who resected a small segment of the 
ureter which was adherent to a tumor. 
Gaston Picot. 


BLADDER, URETHRA, AND PENIS 


Peterkin, G. S.: Scalpel Surgery of Tumors of the 
Bladder. Surg., Gynec. & Obst., 1914, xviii, 380. 
By Surg., Gynec. & Obst. 


The author’s aim is to demonstrate that the 
general principles of surgery, as applied to malignant 
tumors of other parts of the body, are applicable to 
tumors of the bladder, and that the great mortality 
resulting from radical operations on the bladder at 
the present time is due to the fact that these opera- 
tions are too long deferred, because it is not generally 
recognized that the anatomical locality, structure, 
and physiological functions of the bladder are such 
as to permit wide cutting of the affected area. 

Evidence is presented to prove that it is not 
dangerous to open the peritoneal cavity to get a 
better view of the operating field; that methods of 
diagnosis to date are not sufficiently accurate to 
ascertain absolutely whether or not a tumor of the 
bladder is malignant unless the tumor is excised 
in toto. ‘Therefore, early diagnosis demands that all 
tumors be regarded as malignant. 

Causes of death, pre-operative and post-operative, 
are given, means of prevention advanced, and gen- 
eral technique of operation outlined. The argu- 
ment is maintained that the only rational place of 
transplanting the ureters is in the remaining portion 
of the bladder wall or in the lumbar region. This 
simplifies the operation, and prevents one of the 
most frequent causes of post-operative mortality— 
infection of the kidneys—inasmuch as any renal 
infection can be successfully treated, which is not 
possible when the ureters are concealed in some 
other part of the body, as the intestines. 

An apparatus for receiving the urine from the 
urinary opening in the lumbar region, which pre- 
vents odor and keeps the patient dry, is shown, and 
its value demonstrated in the case of a man on whom 
total extirpation was performed and the uterus 
transplanted in the back. This man has worn the 
apparatus without inconvenience, and has been 
able to follow his occupation as attendant in the 
acute mania ward of an asylum for over three years. 





GENITO-URINARY SURGERY 73 


Francois, J.: 
crustée). 


Incrusted Cystitis (La cystite in- 
J. @urol., 1914, V, 35- 

By Journal de Chirurgie. 

Incrusted cystitis is an ulcerative inflammation 
of the bladder wall with deposits of calcium phos- 
phate on the surface and in the walls of the ulcer. 
It may appear in the course of acute cystitis, but 
in the majority of cases (13 out of 16) it follows a long 
period of chronic cystitis—3 to 5 years. It presents 
the usual symptoms of cystitis and sometimes also 
débris of the incrustations are discharged, or even 
true gravel. The urine has an ammoniacal odor 
and is generally alkaline. The capacity of the blaa- 
der is reduced and varies from 100 to 30 ccm. ‘The 
concretions discharged are in the form of yellowish 
or brownish scales, rough on the surface adherent 
to the bladder, smooth on the opposite side. Re- 
tention of urine and pyelonephritis are frequent 
complications. 

The cystoscopic picture varies according to the 
thickness of the layer of incrustation. It may show 
simply yellowish, non-elevated patches with ir- 
regular borders; it may give the impression of a thin 
layer of cotton on the mucous membrane, or it 
may be thick and elevated, resembling a tumor 
or a calculus and giving the impression of a white 
sponge in the bladder. These incrustations are 
multiple and distributed over the trigone, the fun- 
dus, and the lower part of the bladder cavity. The 
surrounding mucous membrane is red, cedematous, 
or even ulcerated. 

The favorite location is the trigone, the region 
of the ureters, or the neck; they may be localized 
on a hypertrophied prostate lobe. Local necrosis 
of the mucous membrane is the first phenomenon, 
and the calcareous incrustation is secondary. It 
does not recover spontaneously. Curettage by the 
natural route, or even after cystotomy, often fails 
to prevent recurrence and should be replaced by 
excision of the plaques followed by suture. 

J. TANTON. 


Farnarier: Treatment of Stubborn Cystitis by 
Iodine Fumigation (Le traitement des cystities 
rebelles par l’enfumage iodé). Arch. urol. clin. de 
Necker, 1914, i, 353. By Journal de Chirurgie. 

Farnarier adds 19 cases to those already published 
in his thesis on this subject. He describes in detail 
the technique of his method, by which he has now 
treated 32 cases of cystitis in which no improvement 
could be obtained by any of the usual methods of 
treatment. 

The results obtained are as follows: 11 complete 
recoveries, including 8 cases of acute cystitis of the 
base, 1 of acute cystitis in a prostatic case, 2 cases 
of tubercular cystitis after nephrectomy. Im- 
provement was noted in 12 cases, including 8 of 
tubercular cystitis, 1 of calculous cystitis, 1 of 
cancerous cystitis, 2 of cystitis of the base. Seda- 
tive action was noted in 4 cases of tubercular cyst- 
itis. There were 4 unsuccessful cases, including 1 case 
of chronic cystitis in a prostatic case, 1 of chronic 


cystitis in a tabetic case, 1 chronic cystitis from an 
unknown cause, and 1 tubercular cystitis. ‘There 
was one case of temporary exaggeration in a slight 
cystitis of the neck. Iodine fumigation is infinitely 
less painful than the injection of phenolized gly- 
cerine by Ronsius’ method, and it constitutes one 
more good method in the treatment of stubborn 
cystitis. Maurice CHEVASSU. 


Deavor, T. L.: Chronic Retention of the Urine; 
Twenty-Eight Years of Catheterization. J. 
Am. M. Ass., 1914, Ixii, 1012. 

By Surg., Gynec. & Obst. 

The writer reports a case of continuous cathe- 
terization in a female, extending over a period of 
twenty-eight years. At the age of fourteen, having 
previously been perfectly well, she was scized 
with severe hypogastric pains with inability to 
void. The attending physician finally resorted to 
catheterization which has been continued ever 
since, although all other known methods were 
employed from time to time to relieve the condition, 
without success. On her last admission to the 
hospital nothing in the past history, physical or 
cystoscopic examinations could be found to account 
for the retention. There was a well-defined spasm 
of the internal meatus. The urine showed a mild 
chronic cystitis and the bladder held about 3 ounces. 
The natural desire to urinate had for years been 
replaced by severe suprapubic pain. 

Because of the length of time the condition had 
existed, operation was resorted to in order to give 
the bladder rest, and a suprapubic cystotomy was 
done. The internal meatus was found small and 
tense and lacked the usual resiliency and the blad- 
der wall was considerably thickened. After the 
suprapubic drain was removed a permanent catheter 
was tied in the urethra and as the suprapubic 
drainage subsided all the urine came through the 
catheter. This was allowed to go on for a week 
when the catheter was clamped off and the urine 
allowed to accumulate for one hour and then the 
bladder emptied. This time was gradually length- 
ened up to five hours when 12 ounces could be re- 
tained without discomfort. The original hypo- 
gastric pain gradually subsided and the usual desire 
to urinate returned. Next a smaller catheter was 
used and urine allowed to escape around it at stated 
times. Finally the catheter was discontinued 
altogether. ‘The recovery was perfect. 


C. R. O'CROWLEY. 


Thévenot, L.: Attempts at Treatment of Reten- 
tion of Urine without any Mechanical Obstacle 
(Essais de traitement des rétentions d’urine sans 
obstacle mécanique). Prog. méd., 1913, Sli, O51. 


By Journal de ¢ Irgic. 


Retention of urine without any obstacle or with- 
out even senility is well known, for it has been ob- 
served in young subjects, due to a loss of contractile 
power of the bladder from some unknown cause. 
In such cases electrical treatment has been tried; 
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section and even prostatectomy in cases where it 
has been supposed that the prostate might be the 
cause. Everything failed. 

Le Fur had one successful case by creating a 
temporary suprapubic fistula. Rochet in two cases, 
and Cathelin in one, affected a cure by plication of 
the bladder after subperitoneal dissection by the 
suprapubic route. Since then Rochet had devised 
a new surgical operation which consists in sur- 
rounding the antero-lateral wall of the bladder with 
a muscular band formed from flaps of the recti of 
the abdomen, a band which aims to raise the bladder 
which has sunk down on its base and to constrict 
it by lateral compression, flattening it transversely. 

Readers are referred to the original for details 
of the technique of the operation, which has been 
performed only once with good immediate results, 
but it has been too recent to permit judgment as to 
its permanent results. 


GENITAL ORGANS 


Barney, J. D.: Abscess of the Testicle. 
Gynec. & Obst., 1914, xviii, 294. 
By Surg., Gynec. & Obst. 


Barney says that abscess of the testicle, as dis- 
tinguished from the epididymis, is very rare. He 
reports three cases occurring in his own practice, 
in which no primary focus could be found and 
where there was no general infection as a causative 
factor. Orchidectomy was done in all three. In 
one the bacillus mucosus capsulatus was found in 
pure culture, in another the colon bacillus. The 


Surg., 


epididymis was not actively involved in any case. 
A pathological report of one specimen showed that 
the inflammatory process had extended by way of 
the interstitial tissue. 
The author discusses infection of the epididymis 
and testis and is of the opinion that in the case of the 
Jatter organ there is evidence of a selective function 


as well as an excretory function. These, together 
with its rich blood and lymph supply, determine the 
incidence and nature of an infection. Certain 
organisms attack only the epididymis, others only 
the testicle, while still others attack both organs. 
The theories of their transmission to the testicle 
by way of vas, lymph, and blood stream are dis- 
cussed. 


MacGowan, G.: Conservative Surgery of the 
Testicle. Surg., Gynec. & Obst., 1914, xviii, 329. 
By Surg., Gynec. & Obst. 


Careless and wanton destruction of the essential 
genital organs in men and women has been very 
frequent in the past and remains unnecessarily 
frequent now, rarer in men because males are more 
reluctant to submit to castration, but inspired by 
fear they will consent to mutilation. 

The exercise of patience and skill in diagnosis, 
surgical ingenuity, and anatomical knowledge would 
save many testicles. 


Indurated and painless growth without trau- 
matism should arouse suspicions of lues; a history of 
infection not always to be elicited—possibly late 
hereditary without the presence of the usual stig- 
mata. If clearly syphilitic, and resolution under 
salvarsan or mercury does not occur, exploration for 
thick-walled hydroceles of the tunica or cord, their 
removal and the release of pressure caused by ad- 
hesions may be followed by speedy cure. Mac- 
Gowan reports three cases of this character. 

He concludes: 

Conservative surgery is usually applicable to tuber- 
culous testicles—tuberculosis is the infective disease 
that most frequently gets well. Protest should be 
made against castration in all but malignant cases 
of this disease or where the testicle is plainly the 
initial and only focus of infection. In tuberculosis 
of the testicle which commonly commences in the 
epididymis, epididymectomy is a_ conservative 
operation. A case is reported of double epididymec- 
tomy in which the power of copulation is preserved 
intact after five years. Resection of a tuberculous 
testicle may be successfully accomplished. A case 
is reported where sexual power was retained after 
removal of one testicle, both epididymii, and half 
of the remaining testicle. 

Conservative surgery as applied to traumatic 
destruction of a part of a testicle is discussed, and 
a case is reported of the successful resection of more 
than one-half such an organ. 


Knight, C. P.: Epididymotomy, with Report of 
Cases. Am. J. Urol., 1914, x, 138. 
By Surg., Gynec. & Obst. 


The author reports five operations for epididy- 
mitis. He used the Eckels’ technique with slight 
modifications. Where Eckels used a blunt probe or 
grooved director for puncturing, Knight employed 
a blunt pointed needle, making from ten to twelve 
punctures. Eckels states that the preparation of the 
patient is the same as that for a general anesthetic, 
as local anesthesia is not advisable. The writer has 
used local anesthesia for this operation in several 
of the cases which he reports, with absolute success, 
hearing no complaints of pain and noting no symp- 
toms of shock. He admits there may be some pain 
if an orchitis is present, as happened in one of his 
cases, but with careful handling of the testicle, this 
symptom can be obviated. His conclusions are: 

1. There is immediate abatement of all symptoms 
for which the patient seeks relief. 

2. The tendency to relapse is nil. 

3. The operative procedure is without danger as 
regards anesthesia, because the general anesthetics 
can be eliminated. 

4. This operation as compared with the older 
methods of treatment is one of utmost importance 
from an economic point of view, not only to the 
patient, when loss of time from daily labor is con- 
sidered, but also to the hospital in its economic 
administration, by greatly diminishing the number 
of days of treatment. H. A. Moore. 
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Wade, H.: Prostatism. Ann. Surg., Phila., 1914, lix, 
22%. By Surg., Gynec. & Obst. 
This article is long, well written. splendidly 
illustrated, and has a good bibliography. It goes 
minutely into a written and illustrated description 
of the normal and pathological anatomy of the 
prostate, bladder, and adjacent organs. 

In discussing the pathology of simple hypertrophy 
the author expresses his belief that this may be due 
to some alteration in a normal internal secretion, 
and also states that this hypertrophy practically 
always involves the middle lobe. He further remarks 
that by the nature of the growth the ejaculatory 
ducts together with the seminal vesicles are dis- 
placed downwards and backwards into a region of 
safety, thereby favoring the ease with which a 
suprapubic operation can be done. As the over- 
growth does not affect the posterior lobe this is 
compressed in such a way as to form a sort of false 
capsule to the prostate and the line of cleavage 
between it and the hypertrophied tissue is well 
marked. 

Prostatic fibrosis is dwelt upon at some length. 
In this condition the interglandular tissue is so in- 
creased in amount that the whole organ is more or 
less sclerotic, a process which Wade compares to 
that of the kidney and other organs. This over- 
growth of connective tissue leaves no false capsule, 
and the union between prostatic capsule and sheath 
being much more intimate than normal, the removal 
of the organ by any method is rendered exceedingly 
difficult. When the middle lobe is especially in- 
volved the fibrous sclerotic bar is produced. 

Carcinoma occurred in one out of ten of Wade’s 
cases; of these, 6 showed a chronic lobular prostatitis 
as well. Three types of carcinoma were found: 
the scirrhous, medullary, and adenocarcinomatous. 
Wade says that cancer may begin in the center of 
an area of chronic lobular prostatitis so that com- 
plete sections of the whole organ may have to be 
made before it is discovered. 

He discusses the duration of life and the cause 
of death in unoperated cases of prostatism, laying 
special stress on the effects of this lesion upon the 
whole urinary tract. In his discussion of the mortal- 
ity he quotes freely from figures of others and says 
that the figures of the world show no general reduc- 
tion in the mortality. He thinks the cause of death 
is largely due to septic absorption arising from the 
operation wound, and substantiates this by a state- 
ment that microscopic examination of the prostatic 
bed in 8 fatal cases showed it to be the site of an 
acute suppurative process. 

The various operative routes and their advantages 
are dwelt upon. Some of his conclusions are: 

1. Three varieties of the disease lead to prosta- 
tism: (a) hypertrophy or chronic lobular prostatitis; 
(b) fibrosis or chronic interstitial prostatis; (c) 
carcinoma. He found hypertrophy present in 82 
per cent of the 134 cases examined. 

2. The operation of suprapubic prostatectomy 
by blind enucleation is unsuitable in cases of pros- 


tatism due to other causes than advanced chronic 
lobular prostatitis. 

3. The suprapubic transverse vesical method of 
prostatectomy by visual dissection offers the pros- 
pect of developing into a means of treating prosta- 
tism which will ultimately warrant its adoption in 
a large number of cases. 

4. Prostatic carcinoma in an early case may be 
clinically indistinguishable from hypertrophy due 
to chronic lobular prostatitis. J. D. Barney. 


Beer, E.: Adenoma of the Prostate. Med. Rec., 1914, 
Ixxxv, 471. By Surg., Gynec. & Obst. 
The author reports 85 cases from the genito- 
urinary service of Mt. Sinai Hospital. Sixty were 
operated by the suprapubic route; 1o refused opera- 
tion; 11 were too bad risks for prostatectomy; and 
4 had such slight symptoms that a prostatectomy 
did not seem advisable. 

The writer believes the growths to arise from the 
much discussed middle lobe in the region between 
the ejaculatory ducts. He discusses in detail the 
mechanism of obstruction, showing that obstruction 
is due to a shutting off of the urethra by the prostate 
at the time of bladder contraction, but that the 
urethra is patent when the bladder is not contracted. 

The author names the following as indications 
for operation: (1) Attacks of retention; (2) marked 
frequency of urination; (3) bleeding; (4) difficult 
and painful urination; (5) chronic intractable 
cystitis. 

The author believes in a very careful preliminary 
study of prostatic cases. He lays stress upon three 
things: (1) The anatomical and functional con- 
dition of the bladder; (2) the condition of the heart, 
and (3) the condition of the arteries. 

He thinks that the functional tests should be used, 
and emphasizes the following dictum: 

“It can be said with absolute truth that the 
nearer a patient comes to a condition in which his 
excretion of these various substances is zero, pro- 
vided his supravesical disturbance is symmetrical, 
the greater the risk of any operative procedure; 
and those with zero excretion should not be op- 
erated upon until they have been treated prelim- 
inarily and their kidneys given a chance to im- 
prove.” 

He does not believe that the urea excretion is of 
any great value in determining the functional ac- 
tivity of the kidneys. 

The author describes the one- and two-stage op- 
erations. He believes in closing the bladder tightly 
around the tube, when possible, to prevent any 
leakage. He lays special stress on protecting the 
prevesical region of the bladder and endeavors 
to keep the patient dry by draining through the 
tube. 

Of the 60 cases operated on in this series, 36 were 
done in the one-stage operation; of these, 2 died. 
Twenty-four were done in two stages; of these, 3 
died, makirg a total of 5 and 12 per cent mortality 
respectively—the total mortality being 8 per cent. 
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He packs a long gauze pack into the bleeding 
region from which the prostate is taken, with a 
heavy silk thread attached to the gauze pack and 
passed through the tube. For an anesthetic the 
writer prefers ether preceded by gas. 

Of his 5 cases, the first died from kidney infec- 
tion; the second had a fatty heart; the third had an 
apoplectic stroke; the fourth died twelve days after 
an operation for embolism; the fifth patient died 
from a “blood crisis” in advanced myelogenou 
leukemia. 

Strychnine and caffeine are used as stimulants 
in the post-operative treatment. Saline is used 
per rectum. If much oozing is present the clots 
are washed out by a catheter introduced through a 
drainage tube. The packing is withdrawn in three 
or four days through a Kelly endoscope. Whenever 
drainage is not well controlled a receptacle of hard 
rubber is glued over the drainage hole to collect 
the urine. 

These cases are irrigated each day through 
the urethra with a urethral tip, and the urine is 
kept acid with urotropin. Closing of the fistula 
is usually easy and rapid. 

The author lays stress on careful asepsis and 
prevention of infection. He says the end-results 
of these operations are ideal. A. C. STOKES. 


Deaver, J. B.: Suprapubic Versus Perineal Pros- 
tatectomy. Awn. Surg., Phila., 1914, lix, 360. 
By Surg., Gynec. & Obst. 


The author summarizes his article, which em- 
bodies the results of his personal experience with 
prostatectomy, with the following arguments in 
favor of the suprapubic route: 

1. The approach to the prostate is simple and 
practically bloodless. 

2. The enucleation of adenomatous growths is 
accomplished with ease. 

3. The working field is large and under perfect 
control. 

4. The prostate is accessible and can be made 
more so by digital pressure on its rectal surface and 
without the danger of injury to the bladder from 
the use of tractors necessary in the perineal opera- 
tion. 

5. The muscular control of the bladder is not 
disturbed, since the internal sphincter may be avoid- 
ed and the compressor urethra lies outside the line 
of cleavage. Incontinence is therefore less frequent 
following this technique. 

6. Permanent fistula are less frequent after the 
suprapubic operation. They never occur, in fact, 
if the urethra is bougied. 

7. Stones can be more easily removed. 

8. Sexual potency is maintained as frequently 
after the suprapubic operation as after the perineal, 
and the question of sterility is rarely of any conse- 
quence. 

9. The mortality is, in properly selected cases, 
no greater, and the percentage of uncomplicated 
cures is larger 


In his preference for the suprapubic operation 
Deaver yields: (1) in cases of carcinoma when lines 
of cleavage have been obliterated; (2) in tuberculosis 
of the prostate; (3) In the small sclerotic prostates 
of chronic prostatitis or fibrous hypertrophy. He 
states that he operates rarely in these groups of 
cases, and then only on the strongest indications, 
using the perineal technique of Young. 

H. L. SANForD 


Grinenko, A. P.: Total Removal of the Prostate 
in the So-Called Hypertrophy of That Gland 
(Zur Frage der totalen Entfernung der Prostata 
bei der so-genannten Hypertrophie derselben). 
Arch. f. klin. Chir., 1914, cili, 559. 

By Journal de Chirurgie. 


The author made a minute microscopical ex- 
amination of 12 hypertrophied glands from cadavers 
and of 20 obtained by operation. Based on his 
observations he discusses the total removal of the 
gland and comes to the following conclusions: 

1. The gland has no true capsule which separates 
it from the surrounding tissue. 

2. By its capsule is understood the covering 
which is formed around it by the folds of the pelvic 
fascia. 

A division of the prostate into lobes is un- 
justified from the anatomical standpoint. 

4. The glandular tissue of the prostate is divided 
by the internal smooth sphincter into the central 
group of the periurethral glands and the peripheral 
group of the true glandular tissue of the prostate. 

5. The musculature of the gland forms a con- 
tinuation of the musculature of the prostatic part 
of the urethra. 

6. The gland is very intimately connected with 
the surrounding tissue by its musculature. 

7. In the so-called hypertrophy of the prostate, 
adenomatous nodules develop in the smooth sphinc- 
ter from the periurethral glands. 

8. These adenomatous nodules are closely con- 
nected with the urethra and are arranged around it, 
in front of the ejaculatory ducts and above the 
colliculis seminalis. 

9. The entire mass of these nodules, which are 
covered with a kind of fibromuscular capsule, can 
be enucleated from the gland through the bladder. 

10. This nodular mass projecting into the bladder 
gives the impression of an adenoma from its clearly 
defined boundaries and relative independence. 

11. In transvesical prostatectomy the periure- 
thral adenoma is removed, the prostate itself re- 
maining in place. 

12. In this operation a part of the prostatic 
urethra is removed with the tumor, while the 
ejaculatory ducts as a rule remain intact. 

13. Histologically, the complete removal of the 
prostate without injuring the covering of fascia 
is impossible. 

14. The transvesical method of removing the 
tumor from the gland must be regarded as the only 
rational one. GLAss. 
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Pfingst, A. O.: A Case of Complete Bilateral Bony 
Occlusion of Both Nasal Choanez. Laryngoscope, 
IQI4, XxXIv, 170. 

By Surg.,Gynec. & Obst. 

The author reports a case of a telephone operator, 
aged 24, who complained of inability to breathe 
through the nose; undeveloped sense of smell; 
hearing normal and good general health until within 
two years, since which time she has suffered with 
daily, dull, frontal headache. Upon removal of 
considerable mucus from the nose by suction he 
found a hypertrophic rhinitis; the septum slightly 
deflected to the right and a probe passed through 
either meatus met a hard, firm obstruction far 
back. 

The post-rhinoscopic examination revealed a sep- 
tum slightly convex, appearing to have a general 
direction downward and forward, completely closing 
the lumina of both choane. The margins of the 
choanz were well defined and the vomar projected 
slightly beyond the septz in the median line. To 
the finger the septum gave the impression of being 
bony. After cocainizing the septi the author re- 
moved a button of bone from the right side, with 
a hand trephine, but on account of pain the patient 
refused further operation and passed from observa- 
tion the next day. 

Fight years later the patient reported that since 
the operation she had been able to blow through the 
right nostril. 

Atresia of the choane is mostly congenital; bi- 
lateral or unilateral; osseous, membranous, or both, 
and is best treated by making several small holes 
in the septum with the electric drill and punching 
out the bone between to make a large opening extend- 
ing to the nasal septum, thus preventing reclosure. 

ELLEN J. PATTERSON. 


Dighton, A.: The Submucous Resection of the 
Nasal Septum. Clin. J., to14, xliii, 141. 
By Surg., Gynec. & Obst. 

The author considers the operation indicated in 
case of any deflection which causes interference to 
the natural ventilation and drainage of the nose, 
nasal sinuses, or ear; but contra-indicated in children 
under fifteen years of age and in all cases of active 
syphilis. 

In operating, the author considers general an- 
zsthesia unjustifiable and the initial incision as the 
most important step in the operation; this should 
be made to the plane between the perichondrium 
and the cartilage. ELLEN J. PATTERSON. 
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Davis, J. L.: Fixed Sources of All Hemorrhage from 
Tonsillectomy and Its Absolute Control. 
Laryngoscope, 1914, xxiv, 161. 

By Surg., Gynec. & Obst. 


The author states that while numerous arterial 
branches reach the tissues which enter into the 
formation of the tonsillar fossa, a single artery enters 
the fossa at its superior extremity, passes downward 
between the capsule and the muscular aponeurosis, 
penetrating the capsule, to reach the tonsil. 

Accompanying the artery are two viens, one 
running upward to join the palatine plexus and one 
running downward to reach the pharyngeal plexus. 

Thus in the average case one artery and two 
veins are the principal vessels severed and since the 
venous oozing is of temporary duration there re- 
mains but the one artery to be dealt with in the 
control of haemorrhage. 

The author controls hemorrhage by retracting 
the superior margin of anterior pillar, grasping 
the artery carefully to avoid injuring the wall of 
the fossa and tying a ligature of No. 1 catgut about 
the vessel. ELLEN J. PATTERSON. 


Vanderhoof, D. A.: Technique and Results of In- 
jections of Alcohol for Pain in Tubercular 
Laryngitis. Illinois M.J., 1914, xxv, 139. 

By Surg., Gynec. & Obst. 

From his experience in relieving pain in late tuber- 
culous ulcerations, the author advocates early 
blocking of the nerve in those cases where the ul- 
cerated condition is in that part of the throat in- 
nervated by the internal branch of the superior 
laryngeal nerve. 

He uses for the injection a warm 50 per cent solu- 
tion of alcohol with a record 2 ccm. syringe, the 
needle of which is filed across and blunted so as to 
avoid the danger of injuring the superior laryngeal 
artery which lies in close proximity to the nerve. 

The operation is done under aseptic conditions 
with the patient in the recumbent position. The 
skin is sterilized with iodine; the nerve located 3 
cm. from the incisura thyroidea; then with the skin 
between the thumb and forefinger the needle is 
inserted with a slow pushing and twisting movement 
1% cm. perpendicular to the skin and the point 
slowly moved about until the patient complains of 
a sharp pain in the ear or jaw, at which point the 
alcohol is slowly injected, the needle being moved 
about so that five minutes is consumed in the in- 
jection of the 2 ccm. Upon the withdrawal of the 
needle, a collodion dressing completes the operation. 

ELLEN J. PATTERSON. 
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Bérard, L. and Sargnon: Two Cases of Laryngo- 
pharyngectomy for Cancer (A propos de deux 
cas de laryngo-pharyngectomie pour cancer). 
Lyon chir., 1913, x, No. 6. By Journal de Chirurgie. 


The simultaneous removal of the larynx and all 
or a part of the pharynx is indicated in intrinsic 
cancer of the larynx which has extended secondarily 
to the retro-arytenoid region and the pharynx, in 
extrinsic cancer behind the arytenoids or near the 
pharyngolaryngeal boundary, and in certain primary 
cancers of the lower pharynx which have not yet 
clinically invaded the larynx, but in which extensive 
operation demands the sacrifice of this organ. 
Some surgeons (MacLeod, Kérte, Gliick) have also 
performed laryngopharyngectomy for tuberculosis, 
but Bérard and Sargnon think that malignant 
tumors are the only justification for the operation. 

It is generally possible to preserve the posterior 
wall of the pharynx, in the form of a band of mucous 
membrane of varying width, the edges of which can 
be united by flaps of skin buried in the wound. In 
place of the organs removed a trough of skin and 
mucous membrane is formed opening forward. The 
operation may be performed in one stage without 
a preliminary tracheotomy, or in two stages. In 
the latter case, a tracheotomy is performed 15 or 
20 days before the principal operation. Bérard and 
Sargnon recommend low transverse tracheotomy, 
which is a little more difficult to perform than the 
classical tracheotomy, but which gives no trouble 
in the later operation and insures a very firm 
fixation of the trachea, preventing it from retracting 
and causing mediastinitis. If recurrence does not 
take place quickly, the pharyngeal trough is closed 
secondarily by a plastic operation by means of 
skin-flaps taken from the neighboring regions; this 
operation is delicate and not always completely 
successful; fistula persist sometimes. 

In their cases Bérard and Sargnon used the two- 
stage operation. In one case they used _ local 
anesthesia with novocaine, in the other the same 
anesthetic combined with a very slight general 
anesthesia by Billroth’s method. In both cases the 
low transverse tracheotomy was performed under 
only novocaine anesthesia. The two patients, who 
both had extrinsic cancers of the larynx, boie the 
operation well, but one died of recurrence after four 
months before the plastic operation could be per- 
formed. In the second case the complementary 


operation, which was performed two and a half 
months after the laryngopharyngectomy, was a 
partial failure and another operation was necessary 
to make the closure complete. 

Laryngopharyngectomy is an operation of con- 
siderable gravity, but perhaps not greater than that 
of simple laryngectomy. Gliick and Sorenson pub- 
lished statistics of their own 74 cases with 19 deaths, 
25 percent. In the last 14 operated on they did not 
lose a single patient. Bérard and Sargnon add a 
report of 32 cases from different authors, with 6 
deaths, 19 per cent, and 7 rapid recurrences. 

Cu. LENORMANT. 


MOUTH 


Massia, G. and Therre, A.: Peridental Cysts and 
Tuberculosis (Kystes paradentaires et tuber- 
culose). Lyon chir., 1914, xi, 68. 

By Journal de Chirurgie. 


The pathological anatomy of these cysts is well 
known and it is universally admitted that they 
originate in the epithelial débris near the apex of 
the tooth. But the cause of their development is 
almost entirely unknown; it is generally supposed 
that the epithelial proliferation is caused by the 
irritation resulting from dental caries. Massia and 
Therre’s case shows that a specific infection such 
as tuberculosis may be a factor in the pathogenesis 
of these cysts. 

In a man of 35, who had tubercular lesions of the 
apices of both lungs and most of whose teeth were 
carious, these authors found a cyst as large as a 
small pea at the root of the first upper premolar. 
The histological examination of this cyst showed 
typical tubercular follicles with giant-cells; un- 
fortunately, bacteriological proof was not furnished, 
as bacilli were not found in the sections and in- 
oculation was not practiced. This is not a unique 
case. Euler published a similar case with the 
presence of tubercular follicles and Koch’s bacilli 
in the walls of the cyst, and more recently Zilz 
reported 4 cases of cyst of the root of the tooth with 
positive inoculation in the cobra. Therefore, 
tuberculosis must be admitted as an etiological 
factor in these neoplasms. Generally the infection 
takes place through a carious tooth, but Massia 
and Therre admit the possibility of infection through 
the blood stream. Cu. LENORMANT. 
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Henderson, Y.: Recent Experiments Defining the 
Dangers of Anesthesia. Tr. Am. Gynec. Soc., 
Boston, 1914, May. By Surg., Gynec. & Obst. 

The great advances recently made in anesthesia 
have replaced vague conceptions with precise 
knowledge of how fatalities are produced. They 
are found to be rarely due to excess of anesthetic, 
but rather to incomplete anesthesia. 

Thus Lerez has shown that with excess of chloro- 
form, respiration always fails before the heart, but 
that in lightly chloroformed men and animals, 
excitement, adrenalin, or sensory stimulation 
produce delirium cordis. 

Under light etherization, the heart is peculiarly 
susceptible to asphyxia. Partial asphyxiation is 
not uncommon even with a so-called ‘‘open”’ 
method. A simple “closed”? method, such as the 
Rovsing mask and bag may keep the patient a 
better color (a true index of oxygen supply) than 
an “open” method, because less ether is blown 
away by stormy breathing, and the patient gets a 
vapor of adequate strength. 

Ether should be used as a gas; i.e., vaporized 
before being brought to the patient. Boothby has 
shown that there is really no difference in the 
amount needed by refractory or “‘difficult ” subjects 
and others. Experiments by the author show 
that the ill effects of ether depend largely on the 
excitement of respiration; that different grades of 
ether differ markedly in this respect. Ether 
deteriorates when exposed to light, air, and water, 
and becomes non-exciting. 

Experiments on men and animals show that 
ether excitement is always followed by subnormal] 
breathing, cyanosis, and partial asphyxia, with 
deleterious effects on the patient. The natural 
methods of prevention are to use ether as a gas, to 
prevent excessive loss of COs, and to administer 
small amounts of COs as a respiratory stimulant 
after the anesthetic is withdrawn. 


Smith, R. R.: The Behavior of the Abdominal 
Cutaneous Reflexes in Acute Conditions within 

the Abdomen. 7r. Am. Gynec. Soc., Boston, 1914, 
May. By Surg., Gynec. & Obst. 
The behavior of this reflex has been noted in 175 
cases in which diseased processes existed within the 
abdomen. The greater part of these were acute. 
The results have been compared with the findings 
at operation which followed. This reflex and its 


behavior has been a test frequently used by neurol- 
ogists, and aitention has been called to it in local 
conditions within the abdomen by several writers. 
The reflex is obtained by stroking the skin of the 
abdomen, which normally produces an almost 
simultaneous contraction of the rectus and oblique 
muscles on the corresponding side. It is common to 
distinguish four reflexes —two above and two 
below. ‘The reflex is very constant in healthy young 
people, though uncertain in very young infants and 
in old people or those with very relaxed or very 
obese abdominal walls. In the acute inflammatory 
diseases within the abdomen it is common to find 
this reflex involved to a greater or less extent, and 
the test may be made use of in the diagnosis and in 
estimating the extent of the lesion. 

Smith has found that in 75 cases of acute appen- 
dicitis the reflex was more or less involved in 65. 
It is sometimes involved even where rigidity is 
absent or uncertain. The reflex was commonly 
impaired only over the seat of the lesion when cir- 
cumscribed, though in these and more extensive pro- 
cesses the other reflexes were also frequently weak- 
ened or lost. It is commonly, though by no means 
uniformly, involved in ectopic pregnancy. Its 
normal presence in cases of bowel obstruction would 
help to eliminate any acute infectious condition, 
and in the subacute infections of the pelvis he found 
the lower reflexes almost uniformly absent. He 
believes that, although the test has a limited value, 
it may be of distinct advantage to the surgeon and 
it is well worth his careful study. 


Gatch, W. D.: The Effect of Laparotomy upon the 
Circulation. Tr. Am. Gynec. Soc., Boston, 1914, 
May. By Surg., Gynec. & Obst. 

Operations upon the abdomen are very liable to 
be followed by disturbances, of a more or less grave 
character, of the general circulation because of the 
large amount of blood contained in the abdominal 
viscera. This is from 35 to 40 per cent of all the 
blood in the body. The circulation through the 
abdomen depends primarily upon the action of the 
heart, though the negative pressure in the thorax 
and the movements of the abdominal walls may 
assist the flow somewhat. The pressure in the vena 
cava inferior is the same as the intra-abdominal 
pressure. When the latter is increased by ascites 
or tumors, the pressure in the veins increases to an 
equal degree. The maintenance of this venous 
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pressure depends upon the vis a tergo of the heart, 
and when the intra-abdominal pressure becomes 
higher than the blood-pressure, the circulation 
through the abdomen ceases. The effect of lap- 
arotomy is to increase the hemorrhage from the 
wounded intra-abdominal veins, because as long as 
the pressure in the vein and that in the abdominal 
cavity remain equal, there is but little tendency for 
blood to escape from the vein. 

Since the intra-abdominal veins are capable of 
holding several times the total quantity of blood 
in the body, some means must be employed to pre- 
vent their complete filling. The means employed 
are (1) the vasomotor apparatus, which acts by 
shutting off the flow of blood into the viscera, and 
(2) the contraction of the abdominal walls, which 
maintains an intra-abdominal pressure sufficient 
to compass the venous and capillary vessels of the 
viscera. When the intra-abdominal pressure has 
been reduced to that of the atmosphere, the blood 
stagnates in the abdomen despite the most vigorous 
action of the vasomotor apparatus, and death 
occurs unless the flow of the blood to the heart is 
assisted by gravity or by other means. Experi- 
mental data is cited in proof of the foregoing con- 
clusions. 

Recent work has rendered the vasomotor theory 
of surgical shock no longer tenable. The cause of 
that form of shock met with under anesthesia is the 
accumulation of blood in the abdomen, due either 
to abolition of tone of the abdominal wall or to 
evisceration. The latter, together with handling of 
the viscera, brings about inflammatory changes in the 
peritoneum by which fluid and cellular elements are 
withdrawn from the blood-vessels, the general 
effect being the same as those of hemorrhage. 
Experimentally, the dog under ether anesthesia 
cannot be reduced to a condition of shock, if the 
degree of narcosis is not too deep, by traumatization 
alone, unless the abdomen be opened and the 
viscera exposed and traumatized. This conception 
of shock is termed the peripheral theory of shock 
in contra-distinction to neurogenic theories of the 
origin of shock. It is supported by the experiments 
of Carrel with visceral organisms. 


Coe, H. G.: Amennorrhcea of Obscure Origin. 
Tr. Am. Gynec. Soc., Boston, 1914, May. 
By Surg., Gynec. & Obst. 
With our increased knowledge of the ductless 
glands, and especially of the internal secretion of 
the ovaries, fresh light has been thrown upon 
amenorrheea, the explanation of which in textbooks 
and monographs has hitherto been far from satis- 
factory. Experiments and clinical observations 
have established beyond doubt the importance of 
the corpus luteum, in its relation not only to the 
physiology and pathology of the endometrium, but 
to the internal secretion of the ductless glands in 
which we are especially interested. 
Excluding amenorrhoea due to pelvic disease or 
general systemic affections, there remains a class, 


larger than is commonly supposed, in which a 
thorough physical examination of the patient fails 
to throw light upon the cause of the condition. 
The author recently met with three typical cases 
and has had several under observation during 
periods varying from one to three years. 

The literature of the subject is not extensive. 
A Paris thesis by Le Lorier is supplemented by a 
limited bibliography. More recent scientific obser- 
vations are recorded by such reliable gynecologists 
as Landau, Fromme and others. All seem to be 
agreed as to the probable etiology of what has been 
called ‘“‘primary amenorrhoea,”’ as distinguished 
from the condition due to traumatic and inflamma- 
tory lesions, three cases of which are reported by the 
author. 

As a rule in the latter unfortunate cases, not only 
does menstruation cease permanently, but in time 
the nisus disappears, referable to secondary atrophy 
of the ovaries, while the uterus assumes the infantile, 
or rather pubescent type. It is difficult to explain 
this phenomenon on the ground of actual ablation 
of the entire endometrium, since serial sections of 
uteri removed immediately after curettement have 
shown that this does not occur. Certainly it is 
not at all analogous to that which follows cauteriza- 
tion with escharotics, or vapocauterization, where 
there is actual destruction of the entire lining mem- 
brane of the uterus. 

The form of amenorrhcea noted in connection 
with the development of melancholia, dementia 
preecox, etc., is well known to alienists and gyne- 
cologists. Cases of amenorrhoea may be divided 
into three classes: (1) young girls who have never 
menstruated; (2) young nullipare who, after men- 
struating more or less regularly, cease entirely; (3) 
multipare, who cease after child-bearing, excluding 
obvious cases due to super-involution, lactation- 
atrophy, etc. 


In the first class, “infantilism,” 


“hypoplasia,” 
‘“‘non-development,” (or whatever term we choose 
to apply to it—genital non-development, or absence 
and atresia) are excluded by a careful physical 
examination, so that we have to do with patients, 
apparently of perfect physical development and 


without the “stigmata of degeneration.”” Here we 
must look carefully for change in the thyroid, or 
infer the presence of a hypoplasia not discoverable 
by ordinary methods of examination. More often 
we shall find that the menstrual nisus has been 
present, or the flow more or less regular, but that 
the latter has become scanty, until finally both nisus 
and menses disappear. ‘The writer cited such a 
case in which, after three years, all treatment 
had failed to revive even a faint nisus; neither had 
marriage nor organotherapy. 

Young married nullipare, who have ceased to 
menstruate and consult the gynecologist on account 
of sterility, are the most familiar class. The author’s 
early experience led him to infer that metabolic 
disturbances, due to defective internal secretion of 
the ovaries, often accounts for the amenorrhcea. 
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In a few instances rapid increase in adiposity has 
preceded the symptom, and in one case reduction of 
weight alone, with faradic stimulation of the uterus, 
was followed by normal menstruation. In general, 
the menses under this treatment, even when thyroid 
and corpus luteum extract were continued over a 
long period, has not been followed by the same 
satisfactory result, nor has the wished-for concep- 
tion occurred. Either the nisus alone returned, 
while the patient was under active treatment, or the 
flow was scanty and irregular. But the element of 
increased adiposity as an indication of disturbance 
of metabolism may be entirely absent. 

In the three recent cases, to which allusion was 
made, all the patients consulted the author on 
account of sterility. Pelvic examination being nega- 
tive, so far as throwing any light on the absence of 
menstruation, corpus luteum extract was ordered 
in each case, with ergotin and binoxide of manganese 
at the time when menstruation was supposed to be 
due, but the author always gives a guarded prog- 
nosis with regard to the return of the menses, and a 
frankly unfavorable one as to the chances of con- 
ception. In his opinion it is not only unjust, but 
positively cruel, to encourage false hopes when 
Nature herself is silent. 

In the third class there is always present the 
strong probability that the amenorrhcea may be 
due to some pathological process resulting, directly 
or indirectly, from parturition. We are all familiar 
with such cases, so that it is not necessary to discuss 
them. The history and atrophic condition of the 
uterus, as well as of the ovaries — so far as this can 
be determined in the absence of explorative ab- 
dominal or vaginal section — point to the probable 
condition. Coe has met with a few cases, with 
no increase of adipose, in which the cause was quite 
as obscure as in the other varieties. In a few, 
thyroid hypertrophy was noted. Therapy was 
equally unsatisfactory. 

Prognosis is modified by several factors, the 
probable etiology, the history of the individual 
case, rapid or gradual development of amenorrhcea, 
presence or absence of the menstrual nisus, etc. 
In young girls advice as to matrimony should not 
be lightly given. Where there is evidence that 
menstrual activity is merely in abeyance, marriage 
may stimulate the dormant function, but the 
prognosis as to conception is always doubtful. The 
physician should recognize his responsibility in such 
a condition and should leave no doubt in the minds 
of the patient and her parents as to the doubtful 
nature of the experiment, since a grave medicolegal 
question may be involved. To married women, 
without symptoms of general disease or local pain, 
who consult the specialist for sterility, he should be 
equally guarded in expressing his opinion, although 
it need not be absolutely unfavorable until therapy 
has been thoroughly tried. 

As regards treatment, curettement is mentioned 
only to be absolutely condemned. It is the duty 
of gynecologists to point out to students and prac- 


titioners the uselessness and absolute harm of this 
treatment, from both a pathological and a clinical 
standpoint. So far as the writer’s observation goes, 
the prognosis in the latter cases is absolutely hopeless. 
Explorative abdominal section, with or without 
oéphorectomy or hysterectomy, would naturally 
not be performed, except under clear indications— 
pain, history of inflammatory disease, or obvious 
local trouble demonstrated by examination. 

Where there is some encouragement from local 
treatment, in the shape of an imperfect menstrual 
nisus or slight bleeding, intra-uterine faradization 
a few days before the expected period has been 
followed by positive results. Ergotin and binoxide 
of manganese have sometimes seemed to favor the 
uterine contractions, which have been attended with 
an irregular flow. Ergot is now considered as an 
uncertain drug in its action upon the non-puerperal 
uterus, especially in the presence of muscular 
atrophy. Increase of adipose will, of course, be 
treated in the usual manner, including thorough 
trial of some reliable thyroid extract. 

Organotherapy undoubtedly offers the best 
prospect for future treatment, and of the different 
extracts pituitrin is the most satisfactory, judging 
by the gratifying results obtained by German 
observers, especially such a reliable one as Fromme, 
who administers daily one centigram hypodermat- 
ically. No one pretends to explain its exact action, 
whether as a direct excitant of uterine contractions, 
a vaso-dilator, or an agent stimulating the internal 
secretion of the ovaries. At any rate, it should 
be tried in suitable cases, especially in young girls, 
otherwise healthy, who have long passed the age 
when menstruation should occur. 

The interesting question of infantilism, and the 
treatment of children before puberty, opens up 
a wide field of investigation and scientific experi- 
mentation in which the gynecologist of the future 
will certainly take an active share. 


Polak, J. O.: A Study of the End-Results of Inter- 
position of the Uterus. Jr. Am. Gynec. Soc., Bos- 
ton, 1914, May. By Surg., Gynec. & Obst. 

Polak states that, in properly selected cases, 
no operation thus far devised has given as satisfac- 
tory results as the interposition or transposition of 
the uterus for the cure of prolapsus uteri. Eighty- 
two cases form the basis of this report. In all of 
these a high pelvic floor repair was done. 

The types of prolapse are ‘very important from 
the standpoint of an operative cure. Decensus al- 
ways takes place along certain cleavage planes and, 
according to which plane the prolapse follows in 
its downward slide, we have the following types: 

1. Where the tissues slip their post-pubic attach- 
ments and the anterior segment of Hart, with blad- 
der, urethra, and anterior vaginal wall prolapses 
through the vulva introitus. 

2. Where the original injury was through the 
vesical plate of fascia. allowing a hernial protrusion 
of the bladder. 
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3. Where there has been a laceration through the 
rectovaginal sheet and levator ani muscle, perhaps 
including the anal fascia, with consequent rectocele 
or rectal prolapse. 

Not only must the type of prolapse be ascertained, 
but the size of the uterine body, the amount of in- 
fravaginal or supravaginal hypertrophy of the cer- 
vix, the extent of the vaginal eversion, the degree of 
cystocele and rectocele, the amount of oedema and 
the general condition of the vaginal walls, the 
presence or absence of adhesions, adnexal tumors, 
the degree of visceral ptosis and intra-abdominal 
pressure are to be considered. Furthermore, every 
woman with pelvic prolapse should be examined in 
the standing posture. 

Primarily, the causes of failure have been: 

1. Errors in judgment in the selection of cases for 
this procedure. 

2. Errors in technique. 

3. Atrophic tissue changes in the reconstructed 
supporting structures. 

4. Unrelieved intra-abdominal pressure acting 
in conjunction with an abnormally large pelvis, or 
in a pelvis of faulty inclination. 

Admitting that 82 cases is too small a number 
from which to draw any general deductions, the 
author offers the following conclusions: 

1. Interposition operations should be limited to 
women at or past the menopause, with relatively 
small uteri, and that when the procedure is elected 
in those still menstruating, sterilization by tubal 
ligation should be done at the time of the operation. 

2. Cases of prolapse in which the sliding takes 


place in the post-pubic cleavage plane are not cor- 
rected by the interposition operation. 
3. The morbidity is wholly due to technical de- 


fects, such as improper preparation, imperfect 
hemostasis, bladder injury with its consequent 
vesical disturbances. 

4. In anteverting the uterus, the anterior wall 
of the uterus should rest on the fascial plate just 
behind the pubis. The fundus should not be brought 
under the arch, as excessive anterior displacement 
not only favors recurrence, but anteflexes the uterus 
and interferes with drainage. 

5. The curettings from uteri about to be trans- 
posed should always be examined, as degeneration 
may occur. 

6. Hysterectomy, if subsequently 
is easy after this operation. 

7. Incidentally, dyspareunia is a constant and 
troublesome complaint. Harvey B. Matruews. 


necessary, 


Byford, H. T.: An Internal Alexander Operation. 
Tr. Am. Gynec. Soc., Boston, 1914, May. 

By Surg., Gynec. & Obst. 

The author considers the Alexander operation 
the most satisfactory for replaceable retroversion 
due to relaxation of the pelvic tissues. If lacera- 
tions about the vaginal entrance are present they 
are also repaired. Operations upon the sacro- 
uterine ligaments are not advocated in ordinary 


cases, because, according to the experience of the 
author, these ligaments will gradually grow shorter 
after an Alexander operation if a small-sized pessary 
is worn for a few months to protect them from 
overstretching. 

When a median abdominal incision has to be made 
for pelvic conditions the ligaments are shortened 
through that incision in such a way that they draw 
toward the internal inguinal rings, as in the Alex- 
ander operation, and in such a way that the sutures 
are extraperitoneal. A fold is taken in each liga- 
ment and sutured. These folds are drawn through a 
peritoneal puncture near the internal ring and at- 
tached along the inner surface of the abdominal 
wall at this point, but extraperitoneally. This is 
easily accomplished after separating the peritoneum 
from the abdominal wall on either side as far as the 
internal ring. 


Stone, I. S.: The Technique of Supravaginal Hys- 
terectomy Since the Introduction of Iodine as 
a Sterilizing Agent. Tr. Am. Gynec. Soc., Boston, 
1914, May. By Surg., Gynec. & Obst. 

The literature of this subject has not been profuse 
since the mortality of hysterectomy reached about 
5 per cent in the hands of most operators, and the 
very low rate of 2 per cent ina fewclinics. It is not 
surprising that a certain amount of trauma and 
shock should result from the removal of a large 
tumor which may have been enucleated from the 
broad ligament and which carries with it the uterus 
itself. This result of operation is not the only very 
important consideration. If there be blood or 
serous collections about the stump, under the blad- 
der, reflexure or peritoneum —a much more fre- 
quent occurrence than many suppose —it is very 
important to avoid even the slightest infection of 
the wound area, especially in depleted and shocked 
patients. 

After the usual careful study of each case present- 
ed for the operation, the method used by the author 
is substantially as follows: The skin can be suffi- 
ciently well sterilized by one application of a diluted 
tincture of iodine, but the soap and water cleansing 
the day previous to operation is still used. In one 
clinic, the benzine iodine solution is used the day 
previous, but in the other it is omitted, two applica- 
tions of a 25 per cent dilution, 1 part to 3, of 95 
alcohol being relied upon. One of these solutions 
is made before the patient takes the anesthetic, the 
next is applied just as the sheet and towels are 
placed. ‘The first application is made ten minutes 
before the second and the latter is made to neutralize 
any bacteria which may have reached the surface 
during the excitement stage of anesthesia. There 
must indeed be great nicety of technique if an at- 
tempt is made to exclude the minute particles of 
iodine from the wound, which some writers and 
teachers appear to dread, and it also seems to be 
equally impossible to say that two scalpels are 
better and safer than one while making the incision. 
If the first scalpel used in opening the skin carries 





ABSTRACTS OF 


bacteria with it, the second scalpel will surely carry 
them further. 

Although much has been read and heard of the 
absence of bacteria within the uterine and cervical 
canal, and that cultures will not show a growth if 
taken from the vicinity of the internal os, neverthe- 
less all of the bacteriologists say that bacteria are 
found within the external os, and it would appear 
to be at least prudent to render the entire uterine 
canal and also the vagina quite sterile, in order that 
the operation may be done through a sterile field, 
whether a total or a subtotal hysterectomy. 

The use of iodine within the uterus has many 
advantages, but in the author’s clinic the fluid — 25 
per cent of the tincture —is not thrown into the 
uterus with such force as has been recommended 
when the tubes are injected, as there may be a dis- 
advantage in an unnecessary use of a toxic agent. 

Finally. as one of the essential factors in the pre- 
vention of morbidity at this clinic they are using a 
combination of local with general anesthesia. 
Novocaine in 1:400 solution is freely used with 
ether, or if the patient appears to require it, nitrous 
oxide-oxygen is used. Before the wound is closed 
the urea and quinine solution is used above each 
pedicle and in the cervix itself in order to prevent 
the after-pain. In addition to this, morphia or 
heroine is often used to. prevent shock or great 
restlessness. 

The result of this technique appears to be nearly 
perfect if the elimination of morbidity may be said 
to indicate such a desirable consummation. In 
charts — exhibited by lantern slides — the author 
shows a composite temperature range of most of 
their supravaginal hysterectomies since using iodine 
in the manner above noted. One special chart 
shows a case of ether pneumonia which recovered 
easily. Another, by comparison, shows an infec- 
tion which occurred in a patient whose cervix could 
not be reached for injection. The result was a 
typical infection “under the flap.”’ A third shows 
nothing except that the patient had a hematoma 
which was not infected. 


Frank, R. T.: The Clinical Manifestations of 
Diseases of the Glands of Internal Secretion 
in Gynecological and Obstetrical Patients. 
Tr. Am. Gynec. Ass., Boston, 1914, May. 

By Surg., Gynec. & Obst. 

The aim of the author is to point out means of 
standardizing research, both clinical and patho- 
logical, by improved diagnosis and careful study of 
cases. 

The glands of internal secretion fall into three 
groups: (1) thymus, pineal and adrenal cortex may 
stimulate the sexual tract; (2) hypophysis and 
thyroid eventually cause hypoplasia; (3) the 
pancreas and parathyroids appear to play no role. 

The gonads, or sex glands, in turn react upon the 
other ductless glands producing indirectly important 
changes in growth, nervous system, etc. The 
gonads govern the growth of the external and inter- 
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nal genitals directly, and indirectly the develop- 
ment of the secondary sex characters — hair, fat, 
breasts, pelvis, larynx, psycho, etc. 

The human ovary is a compound organ composed 
of follicle apparatus, corpus luteum, and perhaps 
the interstitial gland of atretic follicles. 

A description of the formation of each of these 
constituents follows. Ovulation apparently takes 
place from 1 to 14 days after the onset of the 
menstrual flow, the best time for impregnation 
being immediately after menstruation ceases. 

Physiologically the follicle apparatus controls 
the gradual pre-puberty growth of the genitals — 
perhaps assisted by the interstitial gland. The 
corpus luteum produces the cyclical changes. In 
pregnancy the products of conception cause a 
persistence of the corpus luteum, and the yellow 
body prevents further ovulation and provides for 
nidation. 

The anatomical changes noted in hyperfunctiona! 
and hypofunctional conditions of the genitals are 
then discussed. 

Clinically, only two types appear — the hypo- 
functional and hyperfunctional. Hypofunction 
locally is shown by aplastic genitals, amenorrhcea, 
dysmenorrheea, and _ sterility. Systemically, in- 
fantilism, eunuchoidism, changes in the secondary 
sex characters, etc., appear in almost every case. 
Hyperfunction may cause no local change; symp- 
tomatically, menorrhagia or metrorrhagia, and 
sometimes overfertility, accompany this change. 
Systemically the changes are not marked. 

The diagnosis must include not only the local 
condition, with examination of mucosa, uterus, and 
ovaries when removed, but also a functional exam- 
ination of the thyroid, hypophysis, adrenal, etc. 
This may require blood examinations, X-ray, tests 
of sugar and adrenalin tolerance, effect of atropine 
and pilocarpine, etc., before, during, and after 
treatment. 

In treatment organotherapy has proved disap- 
pointing. Ovotherapy may be useful for the vaso- 
motor symptoms resulting from castration. Thyroid 
at times helps in the amenorrheea of obesity; in 
early vomiting of pregnancy it is of great value. 
Hypophysis extract has been little tried; the pitui 
trin effect is purely a drug one. 

X-ray is of value in functional hemorrhages of 
puberty; adult and preclimacteric type, if malignant 
changes can be excluded. Resection of the ovaries 
for dysmenorrheea, sterility, or irregular bleedings 
is justified only if the abdomen is opened for a more 
serious cause. Transplantation of the ovary fails 
to give permanent results. Local uterine treatment 
is of little value. Systemic hygienic measures are 
still the best at our disposal. 


Gellhorn, G.: Spinal Anzsthesia in Gynecology. 
Tr. Am. Gyncc. Soc., Boston, 1914, May. 

By Surg., Gynec. & Obst. 

The severity of an operation stands in direct 

proportion to the amount of ether inhaled. The 
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popular ether drop-method is not as safe a procedure 
as would appear from existing statistics. The latter 
are incomplete in regard to the number of fatalities 
and do not take into consideration late complications 
which may either lead to death or seriously interfere 
with convalescence. There should not be any one 
routine method, but the needs of the individual 
case must govern the choice of the mode of anes- 
thesia. In gynecological work, spinal anesthesia 
offers particular advantages and shows most im- 
pressive results. 

The mortality rate from spinal anesthesia cannot 
be determined by statistics. These, too, are unre- 
liable. The majority of deaths occurred during the 
experimental stages of the method. The anes- 
thetic itself seems to have nothing to do with the 
mortality. Stovaine, tropococaine, and novocaine 
are more or less equivalent; the author’s experience 
is limited to the last-named drug. 

The safety of spinal anesthesia depends first and 
foremost upon its accurate technique, and the 
strictest observance of even the minutest detail is 
of paramount importance. Reports of death must, 
therefore, contain all details of the technique em- 
ployed before they can be admitted to serious con- 
sideration. It has been proven in thousands of 
cases that by a painstaking technique not only 
death, but also collapse and other alarming com- 
plications of earlier days, can be avoided successfully. 

Contrary to the popular belief, there is no psychic 
trauma connected with spinal anesthesia. Nausea 
and vomiting during operation are reduced to a 
minimum or are altogether absent. The abdominal 


walls are fully relaxed, and the intestines remain 


quietly within the peritoneal cavity. Therefore, 
all operative manipulations are rendered easier, and 
the brusque handling of the viscera is obviated. 
All this tends to lessen the operative shock, and as 
nerve impulses do not reach the brain, spinal anes- 
thesia is the ideal measure of anoci-association. In 
a certain small percentage, analgesia is incomplete; 
then, a few whiffs of ether suffice to render the 
operation painless. 

The author, in a list of 127 abdominal and 42 
vaginal operations, shows that all kinds of gyne- 
cological operations, including those on the kidney, 
can be performed under spinal anesthesia. There 
has been no death from the method. In all, four 
patients have died; two of these from sepsis after 
radical operations for cancer of the cervix. 

The post-operative care of ‘‘spinal cases” is 
strikingly easy. The usual post-operative symptoms 
appear in greatly mitigated form, or are altogether 
absent. Patients who have had personal experience 
with ether and spinal anesthesia declare themselves 
in favor of the latter. An annoying and compara- 
tively frequent by-effect is headache, which, how- 
ever, yields spontaneously or to bromides, and 
constitutes no danger to the patient. Other by- 
effects such as backache, paresthesia, and tempo- 
rary paralysis seem to have become less frequent 
with improvements in technique, and it is the con- 


sensus of all observers that lasting ill effects are 
conspicuously absent. Spinal anesthesia markedly 
lessens the blood-pressure and should therefore 
be used with caution in cases of pronounced hypo- 
tension. Acetonuria occurs after spinal anesthesia 
as well as after inhalation narcosis but exerts no 
deleterious effect upon the patient; it disappears 
spontaneously about five days after operation. 

Spinal anesthesia enables the operation to be 
carried on with safety on patients in whom ether 
would be contra-indicated, It is, thus, chiefly 
applicable in cases where the seriousness of the 
affection, the magnitude of the operation, or co- 
existing complications — cardiac and pulmonary 
lesions, nephritis, diabetes, hyperthyroidism, ad- 
vanced age, debility — constitute a particular risk. 
Minor operations should be reserved for ether 
narcosis. Spinal anesthesia is contra-indicated in 
kyphoscoliosis and other marked anomalies of the 
spinal column, diseases of the central nervous sys- 
tem, profound shock, or marked hypotension from 
other causes, sepsis, and fevers of unknown origin; 
furthermore, in neuropathic individuals and where 
there is a strong prejudice against the method. 
Suppurations and eruptions near the desired site of 
injection forbid the use of spinal anesthesia until 
aseptic conditions can be established. 


Peterson, R.: A Critical Review of Five Hundred 
Published and Unpublished Cases of Abdom- 
inal Cesarean Section for Eclampsia. Tr. Am. 
Gynec. Soc., Boston, 1914, May. 

By Surg., Gynec. & Obst. 


Since the 500 cases of abdominal cesarean section 
represent the work of 259 operators they are a very 
fair index to the present status of the operation as a 
method of treating antepartum eclampsia. Also 
since the results of operative obstetrics, especially 
abdominal cesarean section, are far better at the 
present time than formerly, the value of the operation 
as a method of treatment of eclampsia can only be 
judged by grouping the cases chronologically. 

Between 1908 and 1913 there were 283 cases of 
eclampsia treated by abdominal cesarean section 
with 73 deaths, or a maternal mortality of 25.79 
per cent. Up to 1908 there were 198 cases with 95 
deaths, or a mortality of 47.97 per cent. Hence, 
the maternal mortality in the five-year period has 
been reduced nearly one-half. 

The old figures of a 40 or 50 per cent maternal 
mortality from abdominal cesarean section for 
eclampsia are incorrect and should no longer be 
quoted. 

The mortality percentage quoted above, 25.79, 
can be considerably lowered by care in technique 
and avoiding the use of the suprapubic route when 
there is great probability that the woman has been 
infected from below. 

Nearly one-fifth of the entire series, 91 operations, 
were performed by thirteen men having five or more 
cases to their credit, with 17 deaths, or a maternal 
mortality of 18.68 per cent. Deducting 15 cases 
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where the proportion of moribund and septic 
patients was very high, the remaining 76 cases with 
10 deaths give a maternal mortality of 13.15 per cent. 

Although an eclamptic may die after a single or 
survive after many convulsions, the latter must be 
utilized as an indication of the degree of eclamptic 
poisoning until a better method has been found of 
estimating the patient’s condition. 

Emptying of the uterus, either spontaneously or 
by artificial means, while it puts a stop to the further 
elaboration of toxins from the foetus, the placenta, 
or both, may not be sufficient to prevent further 
convulsions or in certain cases death of the mother 
from intoxication. In other words, so great has 
been the effect of the poison that convulsions con- 
tinue after delivery, or death ensues in spite of the 
relief afforded by emptying the uterus. 

In the present series, convulsions ceased after 
abdominal cesarean section in 251 out of 457 cases, 
or in 54.92 per cent. These statistics agree with 
those made up from those obtained from thousands 
of cases of eclampsia showing that convulsions cease 
after the emptying of the uterus, either spontaneous- 
ly or artificially, in from 52 to 62 per cent of the 
cases. 

Even when the convulsions cease after delivery, a 
certain proportion of the patients die. In 146 cases 
where the convulsions ceased after abdominal 
cesarean section during the five-year period 
(1908-1913) there were 41 deaths, or a maternal 
mortality of 19.8 per cent. 

While the above percentage of patients died 
after emptying the uterus by abdominal cesarean 
section after cessation of the convulsions, the mor- 
tality is much less than where the convulsions con- 
tinue, since in 130 of such cases there were 41 deaths, 
or a maternal mortality of 31.53 per cent. 

The operative treatment of eclampsia has never 
been given a fair trial. For this the uterus should 
be emptied quickly, as soon as possible after the 
onset of the first convulsion, not emptied after all 
kinds of medicinal treatment have been tried and 
failed. 

In the present series there were 25 deaths after 
124 operations performed after one to five convul- 
sions, or a maternal mortality of 20.32 per cent. 

The best results in the operative treatment of 
eclampsia are bound to follow immediate emptying 
of the uterus in cases where the woman has not been 
infected by frequent vaginal examinations or at- 
tempts at delivery from below. ‘This is shown by 
the following: 

In 60 of the 124 cases where the operations were 
performed after from one to five convulsions, where 
none or only one or two vaginal examinations had 
been made and where no attempts were made to 
deliver from below, there were only 9 deaths, or a 
maternal mortality of 15 per cent. 

The increase in mortality due to delay is shown 
by a mortality of 30.33 per cent where the operations 
were performed after the sixth convulsion. This is 
to per cent higher than after quick delivery and five 


per cent higher than the total mortality resulting 
during this same period (1908-1913). 

In 60 cases where the convulsions ceased after 
operations performed after from one to five convul- 
sions there were 8 deaths or a maternal mortality 
of 13.33 per cent. The mortality is twice as high, 
26.92 per cent, after operations performed under 
the same conditions except that the convulsions 
continued. 

When the abdominal cesarean sections were 
performed after more than five convulsions, there 
was a resulting mortality of 26.31 per cent, where 
there was cessation of the convulsions, and 36.36 
per cent where they continued. 

The average number of convulsions in 386 cases 
of eclampsia in the abdominal cesarean series was 
9g where the cases were not grouped. The average 
was 10 up to 1908 and 8 from 1908-1913. 

Twins occurred 21 times in 500 cases of abdominal 
cesarean section for eclampsia, or in 4.02 per cent 
of the cases. This is over three times as frequent 
as are twins in normal cases. 

Excluding premature children and counting all 
children as living who survived one hour after 
delivery, there were 9 deaths from 1908 to 1913, 
where 248 children were delivered by abdominal 
cesarean section, or a foetal mortality of 3.62 per 
cent. Under the same conditions the foetal mortality 
was 10.69 per cent if children dying the first three 
days after delivery were counted among the deaths. 
Even estimating the foetal mortality by this method, 
it is much better than by any other method of treat- 
ing eclampsia. 

The foetus as well as the mother is affected by the 
eclamptic poison. The greater the number of the 
eclamptic convulsions before the delivery the 
greater the foetal mortality. Hence, for the sake 
of the foetus, the uterus should be emptied as soon 
as possible after the first convulsion. If other 
factors in the case call for abdominal cesarean 
section, the chances of the foetus will be much better 
than if another method of delivery be employed. 

In 474 cases of eclampsia in the present series 
83.75 per cent were primipare and 16.17 per cent 
multipare. The relatively larger proportion of 
primipare was due to the fact that primiparous 
conditions, such as undilated and rigid cervix and 
rigidity of the soft parts, more often called for the 
abdominal operation than for other methods of 
delivery. 

The maternal mortality is higher after abdominal 
cesarean section in multiparous women than is the 
case with primiparous eclamptics. In the present 
series in 225 primipare the maternal mortality was 
24.44 per cent, while in 48 multipare the mortality 
was 27.08 per cent. 

The foetal as well as the maternal mortality is 
higher in multipare after abdominal cesarean 
section. This is probably due to the greater degree 
of intoxication among the multipare, since in both 
primipare and multipare the children, because of 
the nature of the operation employed, escape the 
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traumatisms of labor. The greater intoxication 
among the multipare is probably due to their being 
on the average older than the primipare, the average 
of the former in 77 cases being 32.6 years while the 
average age of the latter in 397 cases was 24.6 years. 

The maternal mortality in eclampsia after ab- 
dominal cesarean section steadily increases with the 
age of the patients, it being 23.63 per cent between 
the ages of 16 and 20 and 31.11 per cent between the 
ages of 31 and 35. 

The number of eclamptic cases in the present 
series steadily increased from the fifth month of 
gestation up to full term; also the farther advanced 
the pregnancy, the lower the maternal mortality. 

Unless the aseptic technique employed in at- 
tempts to deliver from below be known, abdominal 
cesarean section is contra-indicated, so great 
are the dangers of fatal peritonitis when the patient 
is infected. 

The high death rate of abdominal cesarean 
section after operative procedures is shown by the 
fact that there were 10 deaths in 29 such cases, or a 
maternal mortality of 34.48 per cent. This 9 per 
cent increase in mortality over the total mortality, 
25.79 per cent, during the same period was undoubt- 
edly due to sepsis, shock, and delay in emptying the 
uterus. 

The mortality is distinctly higher after abdominal 
cesarean section in eclampsia if vaginal examina- 


tions have been made prior to the operations. The 
danger increases directly with the number of 
examinations made and the lack of asepsis employed. 

Any obstetric condition which makes delivery by 
the natural passages prolonged and difficult may 
be an indication for abdominal cesarean section in 
eclampsia. If delivery be decided upon, the uterus 
should be emptied by the method which will per- 
form the work the quickest and with the least 
trauma and shock to mother and child. However, 
it must be borne in mind that there is more danger 
of sepsis when the peritoneal cavity is opened. 

With the present state of our knowledge of this 
operation for eclampsia it cannot be denied that 
older and more tried methods of emptying the uterus 
in eclampsia give better results in eclamptics with 
normal pelves and soft parts, hence should not be 
lightly discarded in favor of the more brilliant and 
more easily performed abdominal operation. 

But with a maternal mortality after abdominal 
cesarean section of 18.68 per cent in 191 cases of 
eclampsia in one series, 13.13 per cent in 76 cases 
in another, and 15 per cent in 60 cases where the 
uterus was emptied after a few convulsions, the 
operation under consideration has reached a stage 
where it can no longer be disregarded by obstetri- 
cians, who have based their opposition to the pro- 
cedure upon statistics which were altogether too 
high. 
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Keyes, E. L. and Mohan, H.: The Pathogenesis of 
Renal Lesions from Pyelography. 7yr. Am. Ass. 

G. U. Surgeons, Stockbridge, t914, May. 
By Surg., Gynec. & Obst. 

Keyes and Mohan have compared the lesions 
found in kidneys whose parenchyma shows infiltra- 
tion as a result of pyelography with the same lesion 
experimentally produced upon dogs. They con 
clude: 

1. Momentary distention of the normal kidney 
pelvis doubtless causes no more damage than a con- 
gestion of the organ, which congestion is doubtless 
of brief duration. 

2. But if the pressure is kept up there is, as 
Zachrisson suggested, an absorption of the injected 
fluid into the blood-vessels and lymph-spaces about 
the kidney pelvis. 

3. Although, like Zachrisson, the authors have 
been unable to detect any collargol forced into the 
collecting tubules, nevertheless they have found 
collargol in the glomeruli and in the convoluted 
tubules. 

4. But inasmuch as there was much less collargol 
within the glomeruli and tubules than in the lymph- 


spaces and vessels, they conclude the appearance 
of the collargol within the glomeruli and tubules is 
a secretory phenomenon. 

5. In actual practice, however, a secondary in- 
filtration due to renal retention following the 
examination must be considered. 

6. This secondary distention is of far greater im- 
portance than the primary retention at the time of 
injection. 

7. Secondary retention is the cause of the deaths 
that have been reported from pyelography. 

8. It is probable that the mechanism of infiltra- 
tion in these cases is the same as that of primary 
retention in normal kidneys. 

9. Alarming symptoms following pyelography 
are to be relieved by immediate drainage of the 
kidney or by nephrectomy. 


Caulk, J. R.: Incrusted Cystitis. Tr. 
G. U. Surgeons, Stockbridge, 1914, May. 

By Surg., Gynec. & Obst. 

The author reports an interesting case of a re- 
current incrusted cystitis occurring in alkaline urine, 
in a patient who had been operated on both supra- 
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pubically and transurethrally many times and pro- 
poses a simple treatment of injection of Bulgarian 
bacilli directly into the bladder in such cases. 

The patient was a young woman, who since the 
birth of her last child, four years previous, had had 
a terrific cystitis with a constant profuse hematuria, 
accompanied by the passage of many bits of calca- 
reous material. She suffered for several years an 
increased frequency of urination, amounting to 
every fifteen minutes day and night. There was 
also great pain on urination, considerable loss of 
weight, and marked anemia. She had had an opera- 
tion two years before, supposedly for tumor of the 
bladder, done by a surgeon in a small town, but 
was not relieved by the operation. 

The patient appeared at the Washington Uni- 
versity Hospital, May, 1913, suffering from the 
symptoms described above. Her general examina- 
tion was negative, except for the anaemia and loss 
of weight; heart and lungs negative; abdominal 
examination negative; urine bloody and alkaline. 
Cystoscopic examination showed the bladder capa- 
city to be 150 ccm. The cystoscope showed a 
general intense acute cystitis. Over the trigone and 
bladder base were seven irregular projections, 
covered with a silvery white deposit, with irregular 
surfaces which were downy. They were fixed to 
the bladder wall and only the superficial downy part 
could be moved about. Around the base of the 
tumor was an intense hyperemia with bleeding 
spots. There was an annular band of the incrusted 
material around the internal orifice of the bladder; 
neither ureteral orifice was visible. The urine was 
negative for tubercle bacilli. 

It was thought that the disease was “incrusted 
bladder tumor.’’ Repeated local treatments with 
many high-frequency sparks produced no improve- 
ment. <A specimen of the tumor-like mass, removed 
with an operating cystoscope and examined path- 
ologically, showed it to be composed of two zones: 
an upper zone of necrotic tissue, in which were im- 
bedded masses of calcareous material; beneath this 
was a zone of granulation tissue. The squamous 
epithelium of the bladder persisted in places and 
there were several villous-like masses present. The 
diagnosis was chronic ulcerative cystitis with cal- 
careous deposits. 

Suprapubic cystotomy was performed. The 
bladder was thoroughly curetted and the tumors 
excised with knife and scissors, and the whole 
interior of the bladder treated with high-frequency 
sparks. The opening was closed, catheter drainage 
being done through the urethra. Within two weeks 
the cystoscope showed the identical picture as 
before: A recurrence of the tumor-like masses and 
incrustations. The patient was then curetted 
through the urethra many times, and a few days 
after each curettage, the same picture had recurred. 
Examination of the material showed it to be com- 
posed of calcium phosphate, triple phosphates, and 
ammonium urate. Urine was highly alkaline with 
a proteus infection. A treatment was given of 
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boric acid irrigations, acid sodium phosphate, and 
urotropine in large doses. The attempt was then 
made to change the chemical reaction of the urine 
by putting acid directly into the bladder. It was 
thought that acids themselves gave no effect on 
account of the frequent evacuations of the bladder. 
The author then injected Bulgarian bacilli with the 
hope of having some remain in the bladder between 
the urinary acts, to grow, and to kill off the original 
inhabitants. This was very quickly accomplished. 
Within forty-eight hours the patient showed im- 
provement. She was given daily injections of three 
tablets containing six thousand bacteria each, every 
other day for ten days. Within forty-eight hours 
she began to pass off large quantities of this cal- 
careous material. 

Six days after the institution of the treatment, 
cystoscopic examination showed instead of the 
incrustation and tumor masses, multiple ulcers. 
At this time the ureteral orifices could be easily 
seen and catheterized; there was no renal infection. 
Ten days after the first treatment, the patient’s 
urine was highly acid but cloudy, and she was able 
to sleep five hours at night. At this time one 
bichloride irrigation was sufficient to kill off the 
Bulgarian growth and the urine became clear, still 
remaining acid, and has continued so up to the 
present time, over two months since the first treat- 
ment. There is at present no vestige of previous 
trouble within the bladder. The urine is clear and 
sparkling. The patient has gained a great deal in 
weight and is having absolutely no urinary distress. 

The author takes up various phases of incrusted 
alkaline cystitis, giving the various theories, arriv- 
ing at no definite conclusions as to the pathogenesis, 
but remarks that the combination of infection, 
necrosis, and supersaturation seem the most impor- 
tant factors. He gives a description of the two 
main types of incrusted cystitis, namely, the flat 
and the tumor-like, showing that the lesion is most 
commonly located on the trigone and _ internal 
orifice, associated with a general acute cystitis with 
marked haemorrhage. The most distinguishing 
pathological characteristic is its marked tendency 
torecur. He states that there is nothing important 
in the symptomatology except that the symptoms 
exemplify an intense cystitis and are characterized 
by the passage of stony material. 

The important diagnostic points are that the 
tumor masses do not show villi; that the downy 
material which covers them is quite superficial, 
ureter catheters being able to lift up only small 
whitish leaflets. Removal with an operative cysto- 
scope gives the most accurate means for diagnosis, 
showing the intense inflammatory process with 
infiltration of salts. Another diagnostic point is 
the intense oedema extending along the urethra and 
at the meatus. The most important diagnostic 
point is what Caulk calls a therapeutic test, which 
consists in acidifying the urine, causing rapid 
evacuation of the tumor masses, demonstrating the 
remaining ulcers, quieting down the cystitis so that 
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a more thorough inspection of the bladder is possi- 
ble, and permitting ureter catheterization in order 
to examine the upper tract. 

The author’s aim is to call the attention of the 
profession to the treatment, which he recommends. 
He takes up the discussion of the usual treatments 
which have been employed, such as the palliative, 
consisting of irrigations, instillations, and internal 
medications, which have produced no lasting effects 
or curative results; and the surgical: suprapubic, 
endo-vesical, and in rare instances, vesico-vaginal. 
In all of these operations there has been either 
thorough curettage, or excision, with or without 
drainage. 

Curettage through the urethra has been the most 
commonly accepted method, but the one which 
seems to offer the best results has been suprapubic 
excision of the tumor masses with closure of the 
mucous membrane. In the author’s case all of 
these methods were employed, with the exception 
of the suture of the mucous membrane after excision, 
and all of these methods were promptly followed 
by a complete recurrence within forty-eight hours. 
After injection of the Bulgarian bacilli into the blad- 
der, the patient was greatly improved, and within 
three weeks entirely well, and has been free from 
trouble since. 

The author realizes that the profession has looked 
upon this treatment with skepticism, but hopes 
that in such cases it will be given a chance. Itisa 
problem of a bacterial battle in which one species 
of bacteria outgrow the other and in this case the 
lactic acid bacilli overwhelmed the proteus. 


The paper is concluded by a few experiments 
which attempt to show the harmlessness of the Bul- 
garian bacilli to the bladder mucous membrane. 
The bladders of several animals were injected with 
these bacilli and in no case was there any inflamma- 
tory change in the bladder mucous membrane, even 
after it had been traumatized. 


Barney, J. D.: Observations on the Seminal 
Vesicles. Tr. Am. Ass. G. U. Surgeons, Stock- 
bridge, 1914, May. By Surg., Gynec. & Obst. 

The author briefly reviews the work done by others 
along experimental and clinical lines which has 
thrown light upon the physiology and histology of 
the seminal vesicle. He then describes some of his 
own work on the seminal vesicle. 

The presence of elastic tissue has been shown in 
normal and pathological specimens. Normally, it is 
relatively large in amount, situated almost wholly 
in the subepithelial tissues with fairly constant 
prolongations into the villi of the gland cavities, 
and in certain normal cases has been seen in minute 
quantities scattered irregularly through the muscu- 
lar walls. In disease this elastic tissue seems to be 
generally decreased in amount and irregular in its 
distribution. 

A careful study of the connective tissue of the 
seminal vesicle shows it to be present not only in 
health but also in disease. In infants it is relatively 


scanty, its location corresponding pretty closely 
with the elastic fibers. In the normal adult vesicle 
its presence is well marked. 

Infection of the seminal vesicle seems to result 
invariably in the deposit of very large amounts of 
connective tissue which not only produces atrophy 
of the muscular bundles, but by its contraction 
distorts, obliterates, or distends the glandular cav- 
ity. Dissection of numerous specimens shows that 
this fibrous tissue not only lies within but outside 
of the seminal vesicles so that they are embedded 
in a dense cake of plastic exudate. It is this which 
makes their palpation by rectal examination difficult 
in certain cases, and their excision sometimes almost 
impossible. 

The author has further demonstrated the presence 
of large numbers of sympathetic nerve-fibers in the 
perivesicular tissues, an observation which does 
not seem to have been made by others. 

Bacteriological investigations have thus far shown 
the contents of the seminal vesicle to be sterile, 
which is contrary to the findings of others. On the 
other hand, a careful investigation in one case of the 
bacterial contents of the wall of the seminal vesicle 
has shown it to contain bacteria, an observation 
which corresponds with the work of Rosenow on the 
stomach and appendix. 

In a case in which orchidectomy had been per- 
formed some years previously the seminal vesicle 
on that side was found to have disappeared entirely, 
an observation which agrees with that of other 
writers. On the other hand, in a case of undescended 
testicle the corresponding semina! vesicle was 
found to be normal in size and in the same condition 
of disease as its fellow. 

A search for the spirocheta pallida in two autopsy 
specimens of infants dying of congenital syphilis 
has failed thus far to find the organism. The author 
has done a considerable amount of work in injection 
of the seminal vesicle with collargol, both in the 
living and the dead. Radiograms of these injected 
organs show in normal cases the contour of the gland- 
ular cavity very distinctly. In addition to this the 
X-ray has revealed the presence, not only in the 
seminal vesicle, but in the ampulla of the vas, of 
numerous and complicated diverticula. In pathologi- 
cal specimens the radiogram has shown a marked 
change in appearance from the normal; the dilated 
cavities overlapping one another have made a picture 
which cannot be mistaken, and the contrast is so 
striking that the author believes that by this method 
of injection the diagnosis in doubtful cases can be 
made clear. 

It is the author’s belief, not confirmed as yet, 
that in cases of vesiculitis the prostate is quite as 
extensively involved, a fact which would explain, 
in part, some of the poor results of operations for 
drainage or excision of the seminal vesicle alone. 
The operated cases thus far have shown in almost 
every instance, not an uninterrupted convalescence, 
but exacerbation or fresh infections of joints hitherto 
quiescent. 
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Pedersen, J.: An Unusual Case of Prostatic Car- 
cinoma, Originating Apparently in the Sub- 
cervical Glands. Tr. Am. Ass. G. U. Surgeons, 
Stockbridge, 1914, May. By Surg., Gynec. & Obst. 


A forty seven-year-old man of good physique 
suddenly developed hematuria and frequency of 
urination. Cystoscopy showed a large mass over- 
lying the trigone. Transperitoneal cystotomy 
(October 30, 1913) thoroughly exposed the mass. 
It was found to consist of two almost symmetrical 
halves, their inner surfaces in contact, the respective 
pedicles springing from points proximal to the in- 
ternal sphincter. The two masses and those portions 
of the prostate from which they sprung were re- 
moved. Convalescence was uneventful. Bladder 
function was restored to practically normal. It so re- 
mains, though there are evidences of intra-abdomina! 
metastasis. The pathological examination proved 
the growth to be carcinoma. 


Gihson, C. L.: The Advantages of a Low Table and 
Other Points in the Technique of Suprapubic 
Prostatectomy. Tr. Am. Ass. G. U. Surgeons, 
Stockbridge, 1914, May. By Surg., Gynec. & Obst. 

The low-table position means that the patient lies 
flat on his back on a table so low that the operator 
has actually to lean over when enucleating the pros- 
tate, there being no flexion at the elbow-joint. By 
this maneuver a part of the operator’s weight is 
actually used to depress the abdominal wall and 
allows the full use of the entire force of the fingers in 
enucleating the prostate. This position is of par- 
ticular advantage in using gas-oxygen anesthesia as 
it makes it quite feasible to operate with imperfect 
relaxation of the abdominal wall. The operation 
can be performed very readily under these condi- 
tions, ten minutes or less in favorable cases. 

It is of great importance to provide for free drain- 
age and prevent the formation of clots. The drain- 
age is best performed by using a short tube, rubber 
or the special tube of Kenyon, with an interior diam- 
eter of at least aninch. Then some form of suction 
apparatus which can be improvised by a simple 
attachment to a bathtub or other faucet is applied 
at once as soon as the patient is returned to bed, 
which should be done with all possible dispatch. 
The wound is thus kept absolutely dry, no clots form, 
and there is little opportunity for infection to the 
space of Retzius. The large tube is removed in three 
to five days. Asmall suction catheter is then allowed 
to rest just within the lips of the bladder wound 
which will tend to close very rapidly. Meanwhile, 
the patient is kept perfectly comfortable and dry. 
With a little management the suction apparatus can 
be applied when the patient sits up in a chair. 


Chute, A. L.: Some Things that Influence the 
Mortality after Prostatectomy. Tr. Am. Ass. 

G. U. Surgeons, Stockbridge, 1914, May 
By Surg., Gynec. & Obst. 


The author based his conclusions largely on a 
series of 58 consecutive prostatectomies with but a 
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single death. He felt that this was an average series 
of cases and the application of the same methods 
should give practically the same mortality in other 
series. 

His conclusion was that the danger in prostatec- 
tomy lies almost wholly in the renal condition. 
There are two renal conditions that may endanger 
the life of the patient who is about to submit to 
prostatectomy. The first is renal suppuration, 
pyelonephritis, combined with back pressure due 
to a residual; the other, and especially dangerous 
condition, is that where there is a chronically over- 
distended bladder with a non-infected urine. Many 
of these patients are in condition where an ill-con- 
sidered anesthetic will cause their kidneys to shut 
down and they die in from two to five days of 
symptoms easy to attribute to shock, hemorrhage, 
or exhaustion. Such deaths are really due to renal 
insufficiency. He gives his reasons for believing 
that haemorrhage plays but a small part in this 
mortality. 

High mortality following prostatectomy is to be 
avoided: first, by getting kidneys that are not doing 
their work into a condition where they are acting 
efficiently; second, by avoiding injury to embar- 
rassed or susceptible kidneys at the time of operation 
The first is accomplished by preliminary drainage, 
either by means of an inlying catheter or a prelimi- 
nary suprapubic drainage; the second, by substitut- 
ing local spinal anesthesia with novocaine for the 
use of ether. The question of mortality hinges 
almost wholly upon the functioning of the kidneys. 
The task of getting them into condition must be 
accomplished before operation. For the most part, 
the question of recovery which depends upon the 
renal function is settled before a patient undergoes 
the operation. 


Cunningham, Jr., J. H.: The Operative Treatment 
of Carcinoma of the Penis. Tr. Am. Ass.G. U. 
Surgeons, Stockbridge, 1914, May. 

By Surg., Gynec. & Obst. 


The author emphasizes the importance of dealing 
radically with carcinoma of the penis, and describes 


the author’s method of operation. As a special 
causal factor in this disease, phimosis is mentioned, 
and to substantiate this view the rare occurrence of 
the disease among Jews is cited. Implantation of 
the disease by contact with a cancerous cervix, 
malignant degeneration of venereal warts, and the 
development of the disease on the scar of healed 
syphilitic chancres is mentioned. 

The pathology of the subject is considered. 
Special reference is made to the location of the 
metastases, and the lymphatic system of the genitals 
is described and illustrated. It is stated that 
metastases occur early,—in the inguinal glands,—are 
usually bilateral and that the deep group ef inguinal 
nodes occupying the crural canal which often con 
tain metastases are frequently not removed at opera- 
tion and in consequence it is from these nodes that 
recurrences become manifest. 
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It is pointed out that the metastasis in carcinoma 
of the penis takes place along the lymphatic chan- 
nels of the penis to the superficial nodes, that these 
nodes anastamose with the deep inguinal group, and 
these in turn anastamose with the iliac nodes within 
the pelvis, by way of the crural canal. It is also 
shown that the lymphatics of the urethra may carry 
metastases via a lymphatic channel which passes 
over the symphysis to the pelvic nodes without 
communication with the inguinal nodes, when the 
growth has involved the urethra. 

The operative steps are illustrated and the 
description is as follows: 

1. A condom is placed over the penis to prevent 
implantation of cancer-cells during the operation. 

2. A sweeping U-shaped incision is made, begin- 
ning slightly above, and to the inner side of, the 
anterior superior spine on one side downward in the 
fold of the groin, to the root of the penis, and up- 
ward on the other side. This incision, which passes 
just through the skin, outlines an apron, which is 
dissected upward. 

3. An incision just passing through the skin is 
made downward over Scarpa’s triangle from the 
center of Poupart’s ligament. The skin is dissected 
inward and outward, making two flaps. 

4. Beginning at the top of the abdominal in- 
cision, the fat which contains lymphatic channels is 
dissected in one mass from the abdominal fascia. 
This dissection is carried downward into Scarpia’s 
triangle on either side. The superficial nodes are 
removed still imbedded in the fat if possible. Ham- 
orrhage during the abdominal portion of the dis- 
section is slight, but as it is carried over Poupart’s 
ligament into Scarpa’s triangle, the superficial 
epigastric, the superficial circumflex, and the super- 
ficial external pudic vessels must be secured beneath 
the fat mass as they come through the fascia. If 
the involvement of these nodes is marked, the growth 
may extend through the fascia lata to the deep 
inguinal nodes, as one mass, in which event the 


fascia is divided if necessary to continue the dissec- 
tion into the crural canal. If the mass is not con- 
tinuous from the superficial to the deep nodes, the 
fascia lata is divided, and the deep nodes freed from 
the femoral vessels and removed. 

5. The patient is then placed in the lithotomy 
position. An incision is then begun at the root of 
the penis passing around both sides, uniting be- 
neath, and continuing along the raphe of the scro- 
tum, bisecting it. The suspensory ligament is 
divided and the dorsal vessels of the penis secured. 
The penis with the attached fat mass from the 
abdomen and groins is drawn downward. The 
dissection is carried on until the attachment of the 
crure to the pubic rami is met. These are clamped 
close to the bone and cut away. The stump is 
transfixed and tied and no hemorrhage results. It 
is necessary to clamp, transfix and tie, for the 
arteries to the crure may otherwise retract and 
cause troublesome hemorrhage. ‘The corpus spon- 
giosum is freed at a distance of about three-quarters 
of an inch in front of the bulb and cut across at 
this point, unless the membraneous urethra seems 
sufficiently long. It is better to leave too much 
than too little urethra. The whole mass, the ab- 
dominal and inguinal fat containing lymphatics and 
nodes, the penis, and the crure are then removed 
in one mass. 

6. The cut end of the urethra is then stretched 
to the lower part of the perineal incision, and a 
self-containing catheter placed through the urethra 
into the bladder. A drain is placed in the perineum 
about the urethra, also in the wound of the ab- 
dominal skin apron on either side, and both in the 
incision and in Scarpa’s triangle. 

7. The manner of suturing the scrotum, whereby 
it is lifted upward, is important, so that it will not 
become soiled by urine. 

The author’s operative results and those from the 
literature are considered, followed by case reports 
and a bibliography. 





AMERICAN 


Holding, A. F.: Pseudo-Intestinal Stasis and Real 
Intestinal Stasis, Demonstrated Réntgenologi- 
cally. Tr. Am. Proc. Soc., Atlantic City, 1914, 
June. By Surg., Gynec. & Obst. 

Holding called attention to many anomalies of 
visceral position and progress of the bismuth meal 
that had been interpreted as pathological, and 
which were really physiological or anatomical and 
completely compatible with health, laying stress up- 
on the fact that the ileum enters the cecum normally 
at an angle, and unless associated with proximal 
distention, a diagnosis of Lane’s kink is not justified. 


PROCTOLOGIC SOCIETY 


MEETING HELD At ATLANTIC City, JUNE 22-23, 1914 


He emphasized the point that delayed progress of 
the bismuth meal is not significant of obstruction 
unless it is more than 6 hours behind the normal 
schedule and associated with marked distention of 
the viscus proximal to the locus of obstruction. 
Proximal distention with obstruction to the bismuth 
column are the two cardinal diagnostic points of 
real intestinal stasis. Intestinal obstruction, due 
to tumors, is much easier to diagnose than intestinal 
stasis, because the defect in the bismuth shadow 
made by the tumor is more definite than that made 
by adhesions, veils, or membranes. 
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MacMillan, J. A.: The Technique of the Perineal 
Operation for Extirpation of the Rectum. 

Tr. Am. Proctol., Soc., Atlantic City, 1914, June. 
By Surg., Gynec. & Obst. 

The most important part of the preparatory 
treatment is a colostomy which should be done one 
week before the radical operation. The radical 
operation may be divided into four stages: 

1. After thorough dilatation of the sphincters 
an incision should be made at the mucocutaneous 
junction and the bowel dissected from the sur- 
rounding tissue. This can be done without destroy- 
ing the use of the external sphincter. The first stage 
of the operation includes the division of all the 
structures up to the levator ani. Before the division 
of the levator, the first stage should be thoroughly 
completed and the hemorrhage controlled with 
pressure. 

2. The fibers of the levator ani may be readily 
divided by passing a blunt hook above a bundle of 
them and drawing downward on the hook. This 
procedure is repeated until the muscle is completely 
severed. When this is completed the hemorrhage 
should again be controlled and a thorough exam- 
ination made of the motility of the bowel and the 
extent of the disease. 

3. The peritoneum may be entered by a blunt 
instrument and separated anteriorly and laterally 
from the bowel, leaving the mesosigmoid as the only 
attachment. Should it be necessary to divide this, 
care must be taken to preserve circulation. If the 
mesentery be severed remotely from the bowel 
wall, the arterial supply will be assured. 

4. The fourth stage consists of the excision of 
the diseased portion of the bowel, suturing of the 
distal end of the remaining bowel to the skin and the 
provision of adequate gauze drainage posteriorly. 


Hill,T.C.: Analand Rectal Growths of Benign or 
Doubtful Character. Tr. Am. Proc. Soc., Atlantic 
City, 1914, June. By Surg., Gynec. & Obst. 

Hill states that in a personal series of 3,000 rectal 
cases previously reported there were 49 benign and 
76 malignant growths of the rectum. The large 
majority of these tumors were characteristic and 
the differential diagnosis was easily made. Still, 
a few malignant growths seen in an early stage, and 
in some unusual benign types associated with ulcera- 
tion, as well as in some of the perirectal abscesses 
and fistula located above the levator ani muscle, 
were of such an unusual nature that the exact 
diagnosis was not easily determined. 

The writer emphasized the fact that the operative 
measures to be employed differ radically in each of 
these conditions. An excision of the rectum is ne- 
cessary for the malignant cases, asimple local excision 
is all that is required for the benign growths, where- 
as incision and drainage will suffice for the abscesses 
and fistula. Therefore, a doubtful case cannot be 
treated as a breast case in which a complete amputa- 
tion for a benign growth may be justified. In the 
case of the rectum there is not only mutilation but 
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a high mortality and a serious impairment of func- 
tion as well to be considered. Furthermore, the 
removal of a specimen of a suspected tumor is not 
now approved and this complicates the problem 
still more. 

The histories of several cases which illustrate the 
doubtful nature of some borderline conditions occa- 
sionally found in the rectum are cited. They tend 
to show that aside from benign growths, some of 
which have many of the characteristics of malig- 
nancy, there are certain abscesses which develop in 
the loose cellular tissue of the retrorectal and pelvi- 
rectal spaces which are even more so. These in- 
durated, irregular swellings bulging into the rectal 
ampulla at first resemble very closely the sensation 
imparted to the finger in malignancy. A little later 
they become soft and boggy and fluctuation is per- 
ceptible when all doubt as to their nature is removed. 
The sinus from an old fistula occupying these same 
spaces is apt to be much more perplexing than an 
abscess. As the slow, suppurative process goes on 


the rectal wall is crowded into the lumen of the 
bowel and assumes an irregular, indurated outline 
which is very suggestive of cancer. Other conditions 
of similar doubtful character such as gummatous 
growths and tubercular ulceration are also discussed. 


Yeomans, F. C.: Coccygodynia; a New Method of 
Treatment by Injections of Alcohol. 7r. Am. 
Proctol. Soc., Atlantic City, 1914, June. 

By Surg., Gynec. & Obst. 

Simpson of Edinburgh first described the disease 
as a definite entity and gave it the name of coccygo- 
dynia in 1859. The main etiological factors are 
trauma, exposure to damp and cold, toxemia, and 
functional and organic diseases of the central nervous 
system, as hysteria or tabes dorsalis. It usually 
occurs in women. 

The symptom is a characteristic spasmodic aching 
pain in the region of the coccyx, which is increased by 
sitting or rising and, at times, by urination or defe- 
cation. Pain may be localized or radiated to the 
bladder or perineum. 

The diagnosis is established by a thorough ex- 
amination, both general and local. The former 
includes particularly the nervous system and spinal 
column; in women the uterus and adnexa; and in 
men the prostate, seminal vesicles, and urethra. 
Local examination is made by inserting the index- 
finger into the rectum and palpating the coccyx 
between it and the thumb outside. ‘The position, 
contour, mobility, and tenderness of the coccyx are 
thus determined. The soft parts intervening be- 
tween the coccyx and anus are now compressed and 
the point of maximum tenderness is thus located, 
usually just beyond the tip of the coccyx. Careful 
examination is made of the anus to exclude fissure, 
inflammation of the crypts of Morgagni, blind 
internal fistula, hypertrophied anal papilla, and 
foreign bodies. Proctoscopy rules out rectitis. 

The prognosis hitherto has been better in the 
traumatic cases than in those of frank neuralgia or 
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neuritis. The writer confidently predicts that the 
treatment proposed will render the latter equally 
amenable to treatment. 

The methods of treatment that have been em- 
ployed with varying results include local applica- 
tions, electricity, subcutaneous divisions of the 
muscles and ligaments attached to the sides and 
tip of the coccyx (Simpson), and finally resection or 
excision of the coccyx (Tillaux, 1885). The latter 
has fortunately been abandoned, except in those 
rare cases where the coccyx itself is diseased or 
deformed. The pelvic floor was weakened and the 
pain not relieved. These therapeutic methods 
rested on the erroneous idea that the pain resided 
in the coccyx proper, while in fact we are dealing in 
some cases with a neuralgia and in others a neuritis 
of the coccygeal plexus or nerves. 

The writer proposes a treatment based on the 
suggestion of Schlosser in 1907, of injecting 70 to 80 
per cent alcohol in sensory nerves, thereby causing 
their degeneration, as practiced with marked success 
in trifacial neuralgia. 

The technique is simple and can be carried out in 


the office under strict aseptic precautions. The 
patient with empty bowel is placed on a table in 
the Sims position and the skin about the coccyx 
painted with tincture of iodine. A 2 ccm. Luer or 
similar syringe is filled with 80 per cent alcohol and 
armed with a two-inch needle. The right index- 
finger is inserted into the rectum and the point 
of maximum tenderness is determined by counter 
pressure with the thumb outside. Maintaining the 
finger in the rectum to guard against puncture and 
as a guide, the needle is introduced through the mid- 
line directly to the painful spot, and 10 to 20 minims 
are injected slowly. 

The needle is withdrawn and its puncture sealed 
with collodion. The pain from the injection lasts a 
few minutes and is followed by a dull ache which may 
last a day or two. From three to five injections 
are usually required at intervals of about one week. 
The writer reports seven cases, all women, treated 
from two months to four years ago. They required 
three, four, or five injections each at intervals of 
about one week. Relief was prompt and complete 
and all the patients have remained well. 
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